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SPECIAL OFFER FOR NURSES 


New, therapeutically 
effective 


pilioam cleanse pac 


“*toam"*) 





for better skin hygiene 


‘A more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 


to youthful and aging skin-—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 





SAUNDERS BOOKS 


Brownell & Culver — The Practical Nurse Order these 


New (5th) Edition! Virtually a new book, this text is designed 

specifically for the practical nurse—helping her see her role, func- 

tions and responsibilities in today’s community health service. The 

authors clearly cover basic principles of body structure and func- new books 
tion, prevention and control of illness, nutrition in health and 

disease, administration and action of drugs. They stress the funda- 

mentals of nursing care which are common to all patients—the 

variations necessary for each degree and kind of illness. Nursing at and 
home, in emergencies and in disasters is fully considered. 

By KATHRYN OsMOND BrowNe.t, R.N., B.S., Member of Committee, Brooklyn YWCA, 

School of Practical Nursing; and ViviIAN M. CuULver, R.N., B.Ed., M.Ed., Executive Secre- 


tary and Educational Consultant, North Carolina Board of Nursing Registration and Nurs- 
ing Education. (Formerly Brownell’s Practical Nursing). 899 pages, 102 illustrations. 


About $5.50. New (5th) Edition—Just Ready! new editions 


Lyon & Wallinger — Nursing of Children 


New (5th) Edition! Actually three books in one, this practical volume serves t d 
as a text on the growth and development of the normal child, a textbook on Oo ay: 
pediatric diseases and a manual of nursing techniques. In this major revision the 

authors fully cover the emotional and psychological aspects in the nursing care 

of children. Stress is placed on symptoms, actual nursing care and treatment for 

every major pediatric disorder. The section dealing with handicapped children 

is enlarged to cover activities of various community enterprises in this field. New 

material is included on such topics as: abnormalities, diagnostic tests, breast feed- 

ing, skin grafting and plastic surgery, ete. 

By Rosert A. Lyon, M.D., Professor of Pediatrics, University of Cincinnati; Assistant Medical Director, Cin- 


einnati Children’s Hospital; and Evcim M. WALLINGER, R.N., Director of Nursing, Children’s Hospital, 
Columbus, Ohio. 554 pages, with 156 illustrations. $5.00 New (5th) Edition! 


Shryock—History of Nursing 


A New Book! This unique volume gives the nurse a picture of how 
present nursing emerged by relating it to social history. General social 
movements are traced with particular emphasis on the development 


of science and medicine. Within this framework is woven the story of W. B. SAUNDERS 
the improvement in the status of women and their development as 

nurses. Dr. Shryock points out the reasons for early military organiza- COMPANY 
tion of nursing. He shows how early nursing schools evolved as ad- . 
juncts to hospitals. The effect of the medical profession—its practices West Washington Square 


and institutions—on nursing is noted for each period of medical Philadelphia 5, Pa. 
history. 
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By Ricuarp H. Suryock, Ph.D., William H. Welch Professor Emeritus of the History of Please send me the following books: 


Medicine, The Johns Hopkins University. 330 pages. $5.00. Neu 
Remittance Enclosed tT) C.0.D. 


Brown— Medical & Surgical Nursing il O Sean S Culver’s The — 
Nurse, About 95.50 (senc O.D. 
A New Book! An unusually helpful reference on clinical funda- a 


mentals in the nursing care of adult medical and surgical patients. O Lyon & Wallinger’s Nursing of 


. : A . ; Children, $5.00. 
Coverage includes: nursing in bacterial and nonbacterial diseases 
nursing in orthopedics, neurology, dermatology, gynecology and ] Shryock’s History of Nursing, $5.00. 
urology—medical and surgical emergencies nursing in diseases of the [) Brown's Medical & Surgical Nurs 
eye, ear, nose and throat. The spiritual needs of the patient, psycho- ing II, $8.00. 

logical aspects of nursing care, and rehabilitation are fully stressed. 
Keeping in mind the needs of the professional and public health Name 
nurse, Miss Brown incorporates valuable information on mass casual- 


ties and communicable diseases. Address 
By Amy FRANCES Brown, R.N., B.Ed., M.S. in N., Ph.D., Instructor in Medical Nursing and 
Special Inservice Program, Moline Public Hospital, Moline, Illinois; formerly Associate Pro- 
fessor of Medical Nursing, State University of lowa College of Nursing. 850 pages, with 384 
illustrations. $8.00. New! 


Zone 











OCTOBER 1959 





Publisher 
NICHOLAS MARTINI 


Editor 
VIRGINIA A. TURNER, R.N. 


Managing Editor 
MARIE G. EGAN 


Associate Editor 
JULIE E. MIALE, R.N. 


Contributing Editors 


LOUISE CANDLAND, R.N. 
Editor, Industrial Nursing 


ANNIE LAURIE CRAWFORD, R.N. 
Editor, Practical Nursing 


LILLIAN E. KUSTER, LP.N. 
Assoc. Editor, Practical Nursing 


ELSIE BANDMAN, R.N. 
Consultant, Practical Nursing 


Circulation Manager 
KATHRYN A. WILEY 


Production Manager 
CHRISTIAN OHSER 


Advertising Representatives 


Eastern States 
CHRISTINE PERKINS 
FREDERICK A. SMITH 


Western States 

RAYMOND M., SCHUSTER 
11! North La Cienega Bivd. 
Beverly Hills, Calif. 
OLeander 5-8326 


NURSING WORLD is published monthly by 
NURSING WORLD, 480 Lexington Avenue, New 
York 17, N.Y. Telephone: YUkon 6-5120. Second- 
class postage paid at ton, Mass. Distribution 
office, 51 Melcher St., Boston 10, Mass. 
Copyright © 1959 by NURSING WORLD under 
the International Copyright Convention. Al 
rights reserved under Pan American Convention. 
Reproduction or use, without ;ermission in writ- 
ing, of any editorial or picto~ial matter, in any 
manner, is prohibited. Printed in U.S.A 
Subscription rates: United States and Canada 
—l year, $3.50; 2 years, $6.00; 3 years, $9.00; 
36 cents per copy. Pan American and al! other 
foreign countries, add $1.00 per year. 





Vol. 133 


ARTICLES 


Ambulatory Care—A Vital 


OCTOBER 1959 


Part of Student Learning 


Cherry Parker, R.N., B.S., and Margaret Haynes, R.N., M.P.H. 9 


The Change from Institutional Living to Community Living 
Shirley Farley Burd, R.N., M.S. 13 


Bedside Network for Hospitalized Veterans 
Mary V. Barrett, R.N., M.A. 


Are Nursing Students as Successful as Nonnursing Students 


in Liberal Arts Courses? 
Kathleen K. Guinee, R.N., 


Ph.D. 


Self-Knowledge: Aid to Better Nursing 


Doris P. Merrill, Ph.D. 


DEPARTMENTS 


In This Issue 


NURSING WORLD Reports 


Nursing—As Others See It 


Shirley Hope Alperin, R.N. 


Legal Facts for Proper Practice 
Vernita L. Cantlin, R.N., M.S., and Edward F. Cantlin, LL.B. 


Advances and Trends in Drug Therapy 
Joan Sarvajic, R.N., M.S., M.D. 


The Book Shelf 
Anna V. Matz, R.N., M.P. 


Let’s Talk It Over 


A. 


Theresa G. Muller, R.N., M.A. 


NOTICE TO SUBSCRIBERS 
Address all mew subscriptions and 


Lexington Avenue, New York 17, N 


VAC! 


change of address to NURSING WORLD, 480 
-Y. 45 days notice is required. When ordering a 


change, please furnish an address imprift from a recent issue. Change cannot be made 
without the old as well as the new address. including postal some number, if you have one. 





IN THIS ISSUE 


COVER: During her course of study at 
the University of North Carolina School 
of Nursing the student nurse spends 12 
weeks in the outpatient department, as 
two of the school’s instructors explain 
in “Ambulatory Care—A Vital Part of 
Student Learning” (page 9). On the cover 
we see student Barbara Turner doing 
some health teaching in the Pediatric 
Clinic as instructor Margaret Haynes 
looks on. 
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Ambulatory Care - 


A VIVAL PART OF STLDENT LEARNING 


In “Ambulatory Care—A Vital 

Part of Student Learning” (page 

9), two instructors at the Uni- 

versity of North Carolina School 

of Nursing, Cherry Parker, R.N., 

B.S., and Margaret Haynes, R.N., 

M.P.H., describe how that school’s 

students are taught to give fol- 

— low-through care for patients 

in the outpatient department. 

Margaret Haynes Miss Haynes received a B.S. in 

Nursing from Vanderbilt Univer- 

sity, School of Nursing, Nashville, Tenn., and an M.P.H. from the Uni- 

versity of North Carolina School of Public Health. Mrs. Parker, winner of the 

1959 Mary M. Roberts Fellowship, had her first article, “Nursing in a 

Small Southern Town,” published in NURSING WORLD in 1950. She 
holds a B.S. in Public Health Nursing from U.N.C. 


Cherry Parker 


“The Change From Institutional Living to Commun- 
itv Living” (page 13) was first discussed by author 
Shirley Farley Burd, R.N., M.S., at a conference 
sponsored by the Program in Advanced Psychiatric 
Nursing of the Graduate School of Rutgers, The 
State University, Newark, N.J. Mrs. Burd, a gradu- 
ate of the Somerset Hospital School of Nursing in 
Somerville, N.J., received both the B.S. and MS. 
degrees from Rutgers University. She is a district 
chairman for the Rutgers Alumni Committee for 
Shirley F. Burd Support of Higher Education in New Jersey. 
Mary V. Barrett, R.N., M.A., assistant director of nursing education at 
the Veterans Administration Hospital in Bronx, N.Y., describes the “Bed- 
side Network for Hospitalized Veterans” on page 15. Miss Barrett re- 
ceived a B.A. degree from the University of Cincinnati in 1920 and grad- 
uated from its College of Nursing and Health three years later. She re- 
ceived an M.A. in psychology and guidance from Seton Hall University. 


Continuing the series of articles based on her study conducted at Hunter 
College of the City of New York, Kathleen K. Guinee, R.N., Ph.D., dis- 
cusses the question, “Are Nursing Students as Successful as Nonnursing 
Students in Liberal Arts Courses?” on page 17. Before joining the Hunter 
College faculty Dr. Guinee had been professor and director of Manhat- 
tanville College of the Sacred Heart, School of Nursing, in New York City. 


Doris P. Merrill, Ph.D., author of “Self-Knowledge: 
Aid to Better Nursing” (page 22), began her teach- 
ing career in a one-room school on the outskirts of 
her hometown, Blue Hill, Me. Currently chairman of 
the Department of Education at Russell Sage College 
in Troy, N.Y., Dr. Merrill holds an A.B. degree from 
the University of Maine and an A.M. degree from the 
University of Michigan; she received her doctorate 
from Yale University. Dr. Merrill says that she has 
been “especially stimulated by the adult class each 
semester in our Evening Division and contacts here 
with many registered nurses, . . .” 


Doris P. Merrill 
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Nursing Education Project 


A W. K. Kellogg Foundation grant 
of $612,370 will support a five-year 
joint project involving the New York 
State Education Department, Teachers 
College of Columbia University, and 
certain community colleges under the 
supervision of the State University. 

The program will lead to the degree 
of associate in applied science in nurs- 
ing, preparing students to take the state 
examination for licensure as registered 
professional nurses after a 
course of study. 

The Regents of The University of the 
State of New York has received a grant 
of $375,760 from the Foundation to 
support a State Education Department 
office that will direct and co-ordinate 
the program, to provide partial support 
over a five-year period for the develop- 
ment of a nursing education program 
in a community college that will then 
serve as a demonstration center, and to 
assist four more community colleges 


two-year 


with funds and advice during planning 
periods preceding the enrollment of stu- 
dents. 

Teachers College has received $236,- 


610, to 
degree 


teachers in associate 
programs, curricular confer- 
ences, consultation services, and devel- 
oping instructional materials. 

Dr. Robert E. Kinsinger has been ap- 
pointed state director of the project 
and chairman of a Co-ordinating Coun- 
cil composed of representatives from 
the State Education Department, State 
University, and Teachers College 


prepare 


Modern Chemotherapy Course 


The Fairleigh Dickinson University 
School of Nursing will offer a new 
course, Modern Chemotherapy, this fall. 
The course will include a complete and 
concise presentation of the latest and 
most important drugs used to treat dis- 
eases, especially those drugs used to 
treat and control resistant infections. Al- 
though plant, animal, and inorganic 
derivatives will be studied, emphasis 
will be on synthetic drugs. 

Alfred R. Globus, professor of bio- 
chemistry, will conduct the course. 
which will be held for 1 two-hour ses- 
sion per week, for 16 weeks. It is re- 
portedly the first time a course of this 
nature has been given in an American 
school. 


REPORTS 


Extend Traineeship Programs 


Congress recently approved a five- 
year extension of the traineeship pro- 
grams—under Titles I and II—of the 
Health Amendments Act of 1956. The 
programs had been scheduled to expire 
this year. 

The Title I program provides trainee- 
ships for public health personnel, while 
the Title II program traineeships are 
designed to aid nurses preparing for 
supervisory, administrative, and teach- 
ing positions. 

The Department of Health, Educa- 
tion, and Welfare must now seek ap- 
propriations for the 1960 fiscal year. 
It is estimated that the department will 
ask for $6 million for Title II trainee- 
ships, $2 million for traineeships under 
Title I. 

Nurses interested in securing trainee- 
ships are advised to apply now to the 
schools of their choice, to help the 
schools in their requests for funds from 
the Division of Nursing Resources of 
the United States Public Health Serv- 
ice, administrator of the programs. 


Funds for Intensive Training 


The Division of Nursing Resources 
of the United States Public Health 
Service recently announced that Feder- 
al funds will soon be available to nurs- 
ing supervisors and administrators who 
want to attend short-term intensive 
training courses to improve their man- 
agerial skills. The Division will ad- 
minister the funds; the institutions or 
agencies providing the courses will 
make the grants. 

The short-term traineeships for 
courses in supervision and administra- 
tion are available as a result of an ex- 
tension of the Professional Nurse Train- 
eeship Program. 


Nurse Corps Indoctrination 


The Chief of Naval Personnel has es- 
tablished an eight-week indoctrination 
course for Nurse Corps officers at the 
United States Naval School for Women 
Officers, within the Naval Schools Com- 
mand, at Newport, R.I. Classes of about 
30 officers will convene monthly, except 
in December. 

The indoctrination course is de- 
signed to aid the new officer in adjust- 
ing to military life; it will acquaint her 


with her responsibilities and privileges 
as an officer. Emphasis is placed on 
achieving excellence in naval subjects 
and the development of a sense of 
professional leadership. 


Receives Accreditation 


The National League for Nursing re- 
cently granted full accreditation to the 
teaching program of Hahnemann Med- 
ical College and Hospital's School of 
Nursing in Philadelphia, making it one 
of the 33 fully accredited schools of 
nursing in Pennsylvania. There are 111 
nursing schools in the state. 


Spring Courses 


The College of Medical Evangelists 
is offering two annual courses designed 
for health personnel contemplating 
overseas appointment. 

The Tropical Public Health course 
(N-194) consists mainly of lectures and 
demonstrations aimed at familiarizing 
the student with problems in giving 
medical aid to people in underdevel- 
oped areas. Emphasis is placed on hu- 
man helminthology and protozoology. 
Two to four quarter units may be earned 
by taking this course, held March 28- 
May 20, 1960. 

In International Aspects of Nursing 
(S-201), offered between May 23 and 
June 17, the special problems met in 
giving nursing care, teaching concepts 
of health, and in establishing nursing 
services and educational programs in 
nursing are considered. International 
health agencies are also studied, and 
concepts basic to the establishment and 
extension of medical missions are in- 
vestigated. This course carries 4 quarter 
units of credit. 

Tuition for these courses is $14.50 
per quarter unit of credit. Registered 
nurses, physicians, medical technolo- 
gists, and other paramedical personnel 
interested in attending the courses can 
receive further information by writing 
to the Director, School of Tropical and 
Preventive Medicine, College of Medi- 
cal Evangelists, Loma Linda, Calif. 


NFLPN Convention 


The National Federation of Licensed 
Practical Nurses, Inc., will hold its 10 
Annual Convention at the Henry Hud- 


son Hotel in New York City, Oct. 19-23. 
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All those attending the sessions must 
register; registration begins Sunday, 
Oct. 18, at 2 P.M. Hotel reservations 
should be sent directly to the hotel, 
and all convention activity reservations 
should be mailed to the NFLPN Head- 
quarters, 250 W. 57 St., New York 19, 
N.Y. 


Convention 


“Practice of Military Medicine— 
Broadening Concepts” will be the 
theme of the 66 Annual Convention of 
the Association of Military Surgeons, 
which is to be held in Washington, 
D.C., Nov. 9-11. 

There will be special section meet- 
ings with panel discussions for the 
nurses, medical specialists, dentists, and 
veterinarians attending the three-day 
convention. There will also be continu- 
ous showings of medical and scientific 
subjects, and approximately 60 techni- 
cal exhibits and 12 scientific exhibits. 

A highlight of the convention will be 
a closed-circuit color television pro- 
gram originating from Andrews Ait 
Force Base in Washington, D.C. It will 
feature presentations from various mil- 
itary installations, including the Air 
Force Clinic at the USAF Hospital, 
Andrews Air Force Base; the Bureau of 
Medicine and Surgery, Department of 
the Navy; and the Arctic Aeromedical 
Laboratory. 

A series of lectures is planned for 
each day, including such topics as 
“Knowledge of Newer Respiratory Vir- 
uses,” by Dr. Robert M. Chanock; 
“Changing Concepts of Nutrition Fol- 
lowing Subtotal Gastrectomy,” by Dr. 
John M. Rumball; and “The Use of 
and Abuse of Drugs,” by Dr. Arthur 
Grollman. 


All-Day Program for Nurses 


Highlighting the American Heart 
Association’s Annual Scientific Sessions 
in Philadelphia this fall will be an all- 
day program designed for nurses, es- 
pecially those interested in administra- 
tion and nursing education. 

The program for nurses will be held 
on Saturday, Oct. 24. It will feature 
a symposium on the subject “An 
Experience in the Preparation of the 
Nurse for the Care of the Patient 
With Cardiovascular Disease—A Report 
of the University of Minnesota Training 
Program. ” Dr. Florence Gipe, dean of 
the University of Maryland School of 
Nursing, will be chairman of the sym- 
posium; Marian Murphy, professor of 
public health nursing of the University 
of Minnesota, will be moderator. 

Also included in the nurses’ program 
will be a luncheon sponsored by the 
American Heart Association’s Council 
on Community Service and Education. 
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At the luncheon, Secretary Arthur S. 
Flemming of the United States Depart- 
ment of Health, Education, and Wel- 
fare will talk on “The Role of Voluntary 
Health Associations in Meeting Future 
Health Needs.” 

Nurses may also attend a regular 
scientific session on clinical cardiology, 
to be held on Saturday morning, and 
they will be able to visit the scientific 
exhibits displayed at the sessions. 

Although there is no registration fee, 
nurses wishing to attend the program 
are urged to register in advance. Forms 
may be obtained by writing to the 
American Heart Association, 44 E. 23 


St., New York 10, N.Y. 


Clinical Supervisor Appointed 


Kathleen G. Leadford has been ap- 
pointed clinical supervisor on the nurs- 
ing staff of St. Clare’s Hospital, Schen- 
ectady, N.Y. 

In her new position Mrs. Leadford 
will seek to improve patient care. Plans 
are also being made to provide in-serv- 
ice education for all nursing personnel 
in order to help them keep up to date 
with nursing care progress. 

Before joining the staff of St. Clare’s 
Hospital Mrs. Leadford, a graduate of 
Roger Williams General Hospital School 
of Nursing and Boston University, had 

(continued on page 34) 
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HAT it means to be a licensed 
practical nurse is explained to the 
wublic in a recent issue of Good House- 
ten while The Atlantic presents 
them with an amusing picture of hos- 
pital hierarchy. 
In the article, “Interested in Being 
a Licensed Practical Nurse?” publish- 
ed in the July issue of Good House- 
keeping, the editors stress the word 
“licensed” because it gives status to the 
practical nurse. This title, they explain, 
is achieved after a period of special 
schooling and upon successfully pass- 
ing a state examination. Licensed prac- 
tical nurses, Good Housekeeping points 
out, are employed in hospitals, indus- 
try, public health agencies, nursing 
doctors’ offices, and 
homes. In a few states, however, un 
licensed nurses are permitted to work 
in private homes. 


homes, private 


The Training Necessary 


The article states that the amount 
of training and the types of duties per- 
formed differentiate the practical 
nurse from the registered nurse, For 
the L.P.N. the course of study varies 
from one year to 18 months. Gradu- 
ates may then take a state examination 
which qualifies them for licensure; in 
some instances an exception is made 
for women with considerable nursing 
experience who were practicing before 
licenses were issued. These women are 
exempt from the special course but 
state examination is usually required. 

Good Housekeeping lists the differ- 
ent types of training schools, including 
hospital schools and public vocational 
schools, together with programs spon- 
sored by junior colleges and private 
agencies given state approval. Most of 
the schools prefer their applicants to 
be high school graduates, although 
women with two years of high school 
education acceptable. The age 
limit extends to 55 years. While tui- 
tion in some institutions is free, some 
schools charge up to $200. The article 
reports that 151,000 practical nurses are 
presently licensed in the United States. 

On receiving her licensure, the prac- 
tical nurse is qualified to assist in gen- 
eral nursing care. In the hospital she is 
under the supervision of a registered 


are 
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by SHIRLEY HOPE ALPERIN, R.N. 


nurse or a doctor, while in private 
homes she works directly under the 
doctor's supervision. In __ institutional 
nursing she takes temperatures and 
pulses, changes dressings, gives some 
medications, attends to the personal 
hygiene of patients, and notes and re- 
cords their symptoms and reactions. 

An R.N., the article points out, has 
the responsibility of the more complex 
and skilled treatments and procedures. 
According to the article, the registered 
nurse is frequently studying for her 
college degree or some nursing special- 
ization. The practical nurse may take 
courses, but they will not qualify her 
for registration as a professional nurse. 
Should she wish to become an R.N., 
she must start at the beginning of the 
required two-or three-year program. 

Good Housekeeping reports that the 
demand for the L.P.N. is currently as 
great as it is for the registered nurse. 
Staff positions may be secured, the au- 
thor explains, by applying in person 
or writing to hospitals, and the state 
practical nursing association is also 
helpful in finding openings. Salaries 
for practical nurses vary from $2,400 
to $3,000, annually, in private hospi- 
tals. Institutions that come under civil 
service regulations pay $3,490 a year 
to the beginning L.P.N. The licensed 
practical nurse engaged in private duty 
in the home may receive from $10 to 
$14 for an eight-hour day. 


Apply to Recognized School 


The article states that there are no 
state-approved correspondence courses 
for practical nursing. It suggests that 
women interested in becoming L.P.N.’s 
apply to a school that is recognized by 
the state. 

In the June issue of The Atlantic is 
an amusing article, “Hospital Hier- 
archy,” in which medical researcher 
Marjorie Taubenhaus pokes fun at the 
system of uniforms and symbols used 
to delineate status among hospital staff 
members. 

Mrs. Taubenhaus, a doctor’s wife, 
compares today’s modern hospital to 
the pecking order seen in bird flocks. 
“Birds determine precedence simply 
and quickly upon meeting,” she states. 
“They fight. The stronger bird gains for 


all time the right to peck the weaker. 
The human beings involved in a hospi- 
tal situation are accustomed to use 
symbols as surrogates for physical 
combat.” 


Symbols 


Such symbols are labeled “degrees”— 
namely, the M.D., the R.N., and the 
M.Sc. Whereas birds instinctively know 
one another, Mrs. Taubenhaus states 
that hospitals require specific insignias 
and dress to clarify rank. At the top of 
the hierarchy is the doctor, whose nu- 
merous years of schooling, the writer 
explains, favor his wearing a long, loose 
white coat. “No belt in the back, it 
flops freely in the breeze as the physi- 
cian autocratically strides down the 
hospital corridors.” 

The article singles out the chiefs of 
service as the lucky few to be garbed 
in coats that are threadbare and worn 
at the elbows. The research worker also 
achieves recognition in his white coat 
with the brown-edged acid holes. 
“These (holes) command no special 
respect except in the obscure, rarified 
circles where Nobel is more than a 
synonym for aristocratic,” comments 
the author. 

Not to be outdone in sartorial indi- 
viduality are the intern and resident 
who are classified between the long 
white coat and white-jacketed medical 
student—“stethoscope peeping  coyly 
from his jacket.” The house officers are 
the men all in white. According to the 
author, their uniform entitles them to 
“full respect on the wards, tolerance 
in the semiprivate rooms, and outraged 
demands for a doctor from the private 
suites.” 

Writer Taubenhaus then discusses 
the status of the professional nurse. 
She notes that although the R.N. may 
not have had as much schooling as the 
doctor, she has lived in many more uni- 
forms. A description is given of.,the 
probationer’s dress, followed by the stu- 
dent nurse’s blue with her cap and 
upron. At graduation the student is re- 
warded with a “frilly headpiece” from 
her own hospital. The author cites the 
significance of this: “It (the cap) is its 
own announcement to the world that 

(continued on page 32) 
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of Nursing spend 12 
weeks in the out- 
patient department, 
developing their 
ability to care for 


the ambulatory patient. 
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Jean Sutherland, University of North Carolina nursing student, and Mrs. Ann Nelson 
look through some of the literature available to patients in the Obstetric Clinic. 
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FTEN a patient is not hospitalized 
during much of his illness. This 
means, then, that his condition will be 
treated on an outpatient basis. The 
faculty of the University of North Caro- 
lina School of Nursing, whose area is 
within the realm of the ambulatory pa- 
tient, believes that it is their function to 
teach the student how to give follow- 
through nursing care to selected patients 
coming to the outpatient department. 
The generic program at the -Univer- 
sity’s School of Nursing includes 12 
weeks in the outpatient department. 


During eight of these weeks, the stu- 
dent also studies medical, surgical, 
obstetric, and pediatric nursing. How 
can the student best learn these spe- 
cialties? 

The answer, at least in part, is to 
have the student observe and care for 
the patient throughout as much of the 
acute and chronic stages of his illness 
as possible. 


One Objective 


One of our objectives is to work with 
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Miss Sutherland assists Dr. C. J. Powell and also aids the patient to feel secure. 
This is another aspect of the student's experience in the outpatient department. 


the faculty members who teach medi- 
cal-surgical, pediatric, and obstetric 
nursing, so that there may be conti- 
nuity of observation and teaching by 
the student, with selected patients. If 
the patient selected for the student is 
assistance trom community 
agencies, this is discussed with the stu- 
dent; it strengthens the theory con- 
agencies that she 


receiving 


cerning community 
learned in previous classes and gives 
her additional opportunity to see how 
such assistance works with particular 
patients. Occasionally, in talking with 
patients and family members in the 
outpatient department, the student has 
an opportunity to see what this assis- 
tance means to the patient and to his 
family 

lo help a student to be at ease with 
the ambulatory patient there must be 
careful selection of the patient, deter- 
mined by the needs of student and pa- 
tient. If the student has previously 
cared for the patient at the bedside, it 
is a natural part of her experience in 
O.P.D. to establish quick rapport with 
the patient and to continue with her 
nursing care of this patient in a dif- 
terent setting 

When it is not possible for the in- 
structor to select a patient whom the 
student patients selected 
according to previous learning experi- 
ences of the student. For 
she has been caring for hospitalized 
patients with diagnoses of ulcer, dia- 
betes mellitus, or cardiac involvements, 
ambulatory patients with these diag- 
noses may be selected for her. 

While in the clinic setting, the stu- 
dent often has her first experience in 
teaching a patient with diabetes melli- 
tus to give his own insulin. She can 


knows, are 


instance. if 
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then do a better job of instructing the 
patient when called upon to do this for 
an in-service patient being discharged 
from the hospital. Conversely, she is 
more aware of complications which can 
occur to the diabetic since she has ob- 
served him as an in-patient. She is 
more at ease in her attempt to teach. 


Gynecology and Obstetrics 


We have narrowed the discussion in 
this article to the experience in the 
outpatient department of the students 
who are learning obstetric nursing. The 
students at the University of North 
Carolina School of 
their instruction in obstetric nursing 
during their junior year, with theory 
and practice offered concurrently. 
While experience in the outpatient de- 
partment is segment of the 
course, it is in this setting alone that 
the student sees the uncomplicated pre- 
natal patient. 

Naturally, the students who are ro- 
tated to the Obstetric and Gynecology 
Clinics early in the course are not as 
well prepared with basic theoretical 
knowledge as those students who come 
toward the end of the course. We ure 
able to supplement some of this knowl- 
edge in planned clinical conferences. 
We plan with students so that they 
can give certain instruction to patients 
whom they care for in these clinics. 
The student’s readiness to learn more 
about these specialties in nursing 
is very noticeable, and the concurrent 
teaching of theory apparently gives her 
greater motivation to read further and 
study more concerning certain condi- 
tions that she has observed in the 
clinics. 


Nursing rec-ive 


only a 


The over-all rotation plan for this 
course is made by the faculty member 
responsible for the course. Four or five 
students are rotated at a time to the 
outpatient department for one month. 
This is an unbroken experience for the 
students, and thev are scheduled for 20 
hours a week, which are arranged 
around theory classes. It is important 
for students to be in clinics when the 
clinics offer the most valuable experi- 
ence. It has therefore been essential to 
have students free to participate in 
clinics at times not conflicting with 
theory courses. The 20 hours in the 
outpatient department include three 
hours of clinical teaching by the in- 
structors in the outpatient department. 
Clinical instruction also includes two 
conferences conducted by the School 
of Nursing faculty member who teaches 
nutrition. 

At the beginning of the course, the 
obstetric nursing faculty requests the 
instructor in the outpatient department 
to select a prenatal patient for each 
student taking the course. This patient 
is chosen for the student’s nursing care 
study as part of the semester's work. 

There are several criteria used for 
selecting the patient: (1) The expected 
date of confinement of the patient must 
be during the time the student is ro- 
tated to the delivery room or to the 
postpartum in-service area. (2) The 
patient, in addition, must live near 
enough to our Medical Center to assure 
us that she will probably keep regular 
appointments. (3) Another factor that 
influences our choice of a good paticnt 
is whether or not the patient is a primi- 
gravida or multipara. Apparently the 
students have felt more secure in giving 
instruction and guidance to the primi- 
Miss Sutherland leaves to join the pub- 


lic health nurse in a home visit to one 
of the patients she saw in the O.P.D. 
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gravidas, but in some cases it has 
worked well with multiparas. 

Socioeconomic problems are not used 
as a criterion. The objective of this 
course is primarily to teach the student 
to be conscious of what is happening to 
the prenatal patient and to follow 
through with this patient as she experi- 
ences routine prenatal care, labor, de- 
livery, and postpartum care. 

Most of the students are able to fol- 
low their particular patient throughout 
her pregnancy and delivery. They are 
even called to be with the patient dur- 
ing labor, unless the patient delivers 
after 11:00 P.M. The instructors in the 
outpatient department observe the par- 
ticular gratification expressed by pa- 
tients when they speak of their special 
nursing student being with them during 
labor. During conferences with students 
this is pointed out by the students as a 
very fine learning experience, and they 
are able to experience the real feeling 
of support they give to their particular 
patients. Some of the students have 
described the look of genuine relief and 
reassurance that a patient had when 
she saw the student walk into the labor 
room. 

After choosing the patient for each 
student, we conduct a brief orientation 
discussion with the students. This dis- 
cussion includes such things as: (1) 
How the student can best fit into the 
routine of the clinic; (2) where she is 


to meet her patient; (3) how she can 


find out the next clinic appointment 
date for her patient; (4) the best places 
to interview patients, in order not to 
delay the general order of the clinic; 
where selected literature can be 
found in the outpatient department 
that might be used to supplement her 
instruction of the patient; and (6) 
when the physician will see the patient, 
and how the student can best observe 
the work of the physician with her 
patient. 


(5) 


Meet Each Patient 


We try to meet each selected patient 
before the student is assigned to her. 
This is very difficult because we 
are on the scene during the clinic hours. 
We are able to approach the patient 
and determine—at least to a small extent 
—the patient’s need for and receptivity 
to teaching. We also ask the patients 
whether or not they would be agreeable 
to having a nursing student assigned 
to them. We explain that the student 
would see them and talk with them on 
each clinic visit. Without exception, we 
find that patients welcome this oppor- 
tunity. 

We attempt to introduce all of the 
students to their patients when the stu- 
dents first come to meet them, and we 
are on hand to assign an alternate pa- 


not 
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tient, in case the patient originally as- 
signed cannot carry her pregnancy to 
delivery, or in case for other reasons it 
seems desirable to change the patient. 
Some students are given an alternate 
patient, and the reason most frequently 
noted for the change is that the patient 
is irregular in keeping her clinic ap- 
pointments. 

We have, then, in the course de- 
scribed, the junior student coming to 
the outpatient department for two sep- 
arate experiences. She comes to the 
clinic whenever her nursing-care-study 
patient is scheduled for an outpatient 
visit. In addition to this, she spends 
one month in a block of experience in 
the Obstetric and Gynecology Clinics, 
still seeing her assigned patient, if she 
happens to come during her month 
there. 

How are the instructors in the out- 
patient department able to guide the 
student as she plans conferences with 
the patient assigned as her nursing care 
study? We guide the student in her at- 
tempt to set up a plan for her confer- 
ence with her patient on the next clinic 
visit. We attempt to identify certain 
interviewing skills that the student may 
use in future visits with the patient. We 
point out desirable literature for the stu- 
dent to share with her particular patient. 
This literature is reviewed in conference 
and the best method of using it as a 
teaching aid is demonstrated. 


In a sense this experience in the out- 
patient department is an orientation to 
individualized instruction of the am- 
bulatory patient, whether seen in the 
clinic or in the home. Whenever pos- 
sible, students are encouraged during 
clinical instruction in the outpatient 
department to follow through with lit- 
erature shared with patients on previous 
clinic visits. The students practice this 
and have written about integration of 
literature as they interviewed patients; 
they seem enthusiastic about this teach- 
ing method. The planned teaching for 
the patient’s next dinic visit is reviewed 
with the student individually. If com- 
munity agencies are being used for the 
patients whom the student sees in 
Obstetric and Gynecology Clinics, these 
are also discussed in nursing confer- 
ences. 


Home Visits 


We have also worked with the faculty 
member responsible for field observa- 
tion experience in public health nursing. 
We realized that this year it would not 
be possible to plan for the junior student 
to accompany the public health nurse 
on a visit to the student’s assigned pa- 
tient. This is largely because the se- 
lected care-study patients have been 
from the area close to North Carolina 
Memorial Hospital. Each junior, how- 
ever, does go to an adjoining county for 


A student weighs an infant in Pediatric Clinic. Sometimes a student sees a mother 
and baby she cared for during labor and delivery on their first return visit. 
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As student nurse Jo Ann Forrest Temple 
and Mrs. Jack Rogers look on, Mrs. 
Rogers’ baby sleeps soundly in the crib. 


a full day's observational experience 
with the public health nurse. 

Finding that a large proportion of the 
patients cared for in our prenatal clinics 
were coming from that particular 
county, we set out to find prenatal or 
postpartum patients from that area who 
were attending our outpatient depart- 
ment and were known to the public 
health nurse responsible for taking the 
junior student on the field trip. When 
we found such a patient, we guided the 
student to the patient's room in the 
clinic. There the student had a brief 
interviewing period with the patient 
and discovered some of her health prob- 
lems. She also listened to the physician’s 
instructions to the patients about future 
care. We then matched the student’s 
name with the patient (or patients) 
whom she had met. These names were 
sent to the supervising nurse of the dis- 
trict health department. She and the 
staff nurse could then plan ahead to 
take the student to the home of at least 


one patient whom the student had met 
at the hospital. This was not accom- 
plished for all of the students this year, 
but was done for over 40 per cent of 
the class. 

A referral signed by a physician re- 
questing home visits by the public 
health nurse must be sent from our 
hospital before home visits are made. 
Sometimes, when the junior student sees 
a need for public health nursing visits 
to a mth patient’s home, the stu- 
dent initiates the referral to the agency. 
Then she talks with the physician and 
instructor. The referrals are sent to the 
agency through the supervising nurse of 
the Home Health Service of North Caro- 
lina Memorial Hospital. There are a 
number of times when the junior student 
is able to accompany the public health 
nurse to the home of the patient she 
found in the outpatient department. By 
co-ordinating our efforts and thus 
achieving closer communication, we are 
able to plan better continuity of ob- 
servation for these students. 

The students have learned that caring 
for the patient at the bedside involves 
good reporting from nurse to nurse. The 
students have also learned, prior to com- 
ing to O.P.D., that careful recording is 
necessary as a nurse cares for the patient 
at the bedside, in order that nurses who 
follow her may give understanding and 
intelligent care based on what has gone 
on previously. It is also necessary to 
have some continuity of care for the 
ambulatory patient, as nurses see pa- 
tients on return visits to the outpatient 
department. 

Therefore the nurse’s role in the pre- 
natal clinic at our hospital includes re- 
cording as part of her care of the pa- 
tient. The supervising nurse and her 
staff use a Check Sheet as a natural part 
of ambulatory nursing care. This has 
been designed by nurses in the out- 
patient department and on the maternity 
service at North Carolina Memorial Hos- 
pital. This system of recording, brief 
though it is, le the student to build 
on instruction given the patient on a 





Name: 
Address: 
Parity: 
E.D.C.: 


Patient working No 


Initia! interview completed 

re) hlate : 

Pampniets given: 
Expectantly Yours 

| 


Curmments about patient: 





PRENATAL CHECK SHEET FOR NURSES 


Nutrition Guide 
Informed about Mothers’ Classes_____Interest expressed: Yes__No. _ 
Available Public Health Nursing Services discussed: 


If yes, date of expected resignation 


_Date- 


Prenatal Care 








previous clinic visit. 

Only a part of the Check Sheet is 
shown with this article, to give an idea 
of some of the information about the 
patient shared from one clinic visit to 
the next. The entire sheet is used, back 
and front. It travels independently of 
the patient's chart; the back of the sheet 
is completed by the nurse who is with 
the patient during labor and delivery. 
Comments by the nursery nurse are also 
added. This method of recording gives 
us the most complete picture of nursing 
to date. It provides a follow-up as the 
patient moves from the outpatient de- 
partment to the in-service area, and back 
again to the outpatient department. 


Benefits to Patients 


The benefits to the particular patients 
having this individualized nursing care 
are apparently many, although we have 
made no attempt to evaluate this. It 
would be helpful to make some evalua- 
tion of the program from the patient’s 
point of view, for it is apparent to us, 
as we listen to patients’ comments, that 
they anticipate the visits of their partic- 
ular nursing students with a great deal 
of pleasure. The students make them- 
selves responsible for notifying their pa- 
tients when they are unable to meet 
them in O.P.D. for their appointed clinic 
visit. 

We recognize that there is a definite 
need on the part of most ambulatory 
patients to see a familiar face when he 
or she makes return visits to the out- 
patient department. In a teaching hos- 
pital the professional care offered is 
built upon previous visits of patients to 
O.P.D.; the individuals offering that 
professional care change rather rapidly 
from one area of the hospital to another. 
This is within the framework of the 
rotation plan for experience. The pa- 
tient must adjust to many different peo- 
ple within the nine months she attends 
prenatal clinic. With a special student 
assigned to her, the patient seems to 
feel a real need answered. She is as- 
sured of seeing at least one person 
whom she knows on her visits to the 
clinic. 

These patients assigned for nursing 
care studies also receive the benefit of 
selected literature when they need addi- 
tional information. This service of offer- 
ing literature is done systematically, and 
is incorporated into the outpatient 
nurse’s role. The junior student usually 
has a longer interview with the patient 
and therefore can use literature to good 
advantage. 

The junior student follows her patient 
through routine prenatal visits and finds 
out the appointment date for the pa- 
tient’s six-week’s postpartum check-up. 
She comes to O.P.D. to be with the 

(continued on page 33) 
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What is the common process utilized to effect the change in living 


from the institution to the community for a child diagnosed as 


schizophrenic? How can the nurse assist the child in making the 


change in living? What are the other areas to be considered in this 


nurse-child relationship? These were the questions discussed by the 


author at a recent Interdisciplinary Conference at the 


New Jersey State Hospital, Greystone Park, N. J. 


The Change 


From 
Institutional 


Living 


by SHIRLEY FARLEY BURD, 
R.N., M.S. 


Instructor, Psychiatric Nursing, Grad- 
uate Program in Advanced Psychi- 
atric Nursing, College of Nursing and 
Graduate School, Rutgers, The State 
University, Newark, N. J. 


YHORT-TERM home visits and dis- 
charge of a patient from a psychi- 
atric facility represent movement from 
institutional living to community liv- 
ing. Cruze defines change as “move- 
ment from one type or another. It may 
be movement from one place to an- 
other, or from one type of stimulation 
to lack of stimulation, or vice versa.”! 
I have often taken part in nurse-child 
interviews with children in a variety of 
institutional and community settings. 
These children had been or were cur- 
rently diagnosed as schizophrenic, and 
represented a variety of institutions. 
Analysis of data obtained during 
these interviews suggested answers to 
two of three vital questions about the 
change from institutional to community 
living. These questions are, What is 
the common process utilized to effect 
the child’s change in living from the 
institution to the community? How can 
the nurse assist the child in making the 
change in living? What are the other 
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To 
Community 
Living 


areas to be considered in the nurse- 
child relationship when the child is 
diagnosed as schizophrenic? 


Answer Seems Simple 


Answering the initial question about 
the process used to effect change in 
living seems simple when asked. How- 
ever, the commonly held view of the 
child differs from that of the nurse. 
Furthermore, assumptions may prove 
to be anxiety-producing when one dis- 
covers that his view is not the right 
view. Analysis of nurse-patient data 
with adults further validates the pro- 
cess described by the children. Nurs- 
ing colleagues validated the author's 
experience, for each nurse had experi- 
enced some increase in anxiety when 
she first became aware that her think- 
ing regarding the process of change in 
living was erroneous. Similarly, those 
reading this article may experience an 
increase in anxiety by reading about the 
possible erroneous nature of his or her 
thinking on the question. 

The process of the change in living 
is related in a step-by-step manner by 
the children who take part in the work- 
ing relationship phase of the nurse 
patient studies or interviews. In_ this 
process the anxiety-producing factor is 
twofold, involving the person who in- 
itiates the process and how it is initiated. 
It is the patient who initiates the pro- 
cess of change, rather than any member 
of the nonprofessional or professional 
personnel. The initial step is one of 
personal decision-making. The child ob- 


serves that other persons are making a 
change in living or “going home.” The 
learning process utilized may be ac- 
companied by wishes and hopes. This 
step is terminated by the child’s formu- 
lation of a decision that he will go home 
and his selection of a plan of action. 
The second step is to manipulate the 
power figure by currying favor. The 
identity of this person varies with the 
staffing policies of the various insti- 
tutions represented by the children. 
The child’s references to this step in- 
volve “be good.” Terms the child uses 
in describing this step are “keep the 
peace,” “don’t upset Miss X,” “don’t 
get into Miss X’s hair,” and “work, 
that’s what Miss X expects everyone 
to do.” The child attempts to conform 
to the expectations, values, and anxiety 
of the power figure and all persons 
who might communicate with the 
power figure. The problem for the 
child in this step involves the multi- 
plicity of expectations to be met. He 
usually identifies the major values and 
functions accordingly, in order to pre- 
vent an increase of anxiety in the 
power figure. “If Miss X isn’t upset by 
you, she likes you,” they state, 
If the child believes that Miss X 
likes him, he can ask her about his 
going home or whether the power fig- 
ure would ask the physician this ques- 
tion. This request is the third step in 
the process. Direct communication be- 
tween the child and the physician may 
be limited due to many reasons. The 
obvious and logical person to make the 
child’s needs known to the physician is 
the power figure who “likes” Johnny 
and confers with his physician regu- 
larly. ; 
The fourth step includes the thought 
process and actions of the physician 
and the child. The physician makes a 
decision for Johnny regarding change 
from institutional living to community 
living, and the child encourages his 
family to write the physician about this 
change. Children, as adults, need to 
know the decisions and the underlying 
reasons. Since the child must have a 
reason for action or lack of action, he 
will autistically invent a reason if none 
is given. In doing so, he may also in- 
corporate some of the thought path- 
ology of other patients with whom he 
has discussed his problem of “no news.” 


The Family Must Write 


The fifth step is that Johnny’s family 
write the physician or the institution 
indicating their willingness to have the 
child at home for a short or extended 
period of time. Freedman writes of a 
limitation of the residential school for 
children diagnosed as schizophrenic. 
“During his absence, the family may be- 
come so reorganized that it can no 
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longer accept the schizophrenic child 
back into the household.”? The phy- 
sician and Johnny may encourage the 
family to make the change possible. 
However, the family makes the final 
decision about the possibility of change 
in living. 

The physician presents the child at 
the staff meeting as the sixth step. Pa- 
tients gain about | staff 
meeting from other patients and/or 
personnel. Children are no exception; 
they request and receive this informa- 
tion from someone. The child encoun- 
ters an experience at the staff meeting 
that is somewhat similar to his expecta- 
tions. The child’s problem areas during 
this step are, a) an increase in anxiety 
and autistic invention of the decision 
and its reasons, if the communication 
of this information is delayed, and b) 
the information obtained from other 
patients prior to staff may be distorted 
the patients’ thought 


information 


according to 
pathologies. 

There's a missing step in this process. 
The previously enumerated steps omit 
any progress toward getting better, or 
getting well. This is because children 
may defer this initial step until time 
to summarize the description of the 
process. The child often exclaims: “I 
didn’t include getting well! That comes 
first. We both know that.” “Getting 
well” and “understanding the problem” 
are two of the phrases used to describe 
the first step. All other steps are re- 
numbered accordingly. 

The question remains of how the 
nurse can assist the child in making 
the change from institutional living to 
community living. Children need to ex- 
perience a satisfactory interpersonal re- 
lationship with one individual prior to 
satisfactory interpersonal relationships 
with many persons. This one-to-one re- 
lationship is an initial step in the de- 
velopment of the child.* 

The nurse carefully selects her expec- 
tations regarding the child in the initial 
phase of the nurse-child relationship 
Children and adults tend to live up to 
the expectations of other persons. A 
useful—and hopeful expectation of the 
nurse is that the child will return to his 
family. 

In the _ initial the 
child’s process of making the change, 
the child the 
change in living, experiences the anxi 
ety, the energy of the 
anxiety into a learning and/or problem- 
solving process in order to select a plan 
for action. In the nurse-child relation- 
ship the nurse gives the child assis- 


description of 


recognizes need for a 


and converts 


tance, for he need not carry this burden 
alone. The child becomes encouraged 
and hopeful about the future. 

The theme of hopefulness extends 
to the family in the child-family rela- 
tionships and the nurse-child-family 
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relationships. Hopefulness acts as inter- 
vention or prevention of possible re- 
organization of the family which delays 
or prevents the child’s return to com- 
munity living. 


Major Concept of Anxiety 


The nurse-child relationship includes 
the major concept of anxiety. This cen- 
tral concept is related to the child’s 
problematic areas prior to institutional 
living, as he views them, and his expec- 
tations of change in the home and 
community at the time of his return. 
Experiential teaching is used to discuss 
the concept of anxiety, the transfer of 
anxiety, the child’s usual energy con- 
version patterns, and other energy con- 
version patterns of anxiety.‘ The child 
now has a basis for investigating the 
“why” of his behavior. He has an expla- 
nation and need not autistically invent 
reasons for his behavior. 

The child and the nurse investigate 
the problematic areas that led to insti- 
tutional living. What were the prob- 
lematic areas? Was there any similarity 
between areas? What were the child’s 
behavior, thoughts, and feelings? What 
made the situations a problem? What 
methods were used to deal with the 
problem? What other methods could be 
used to solve such a problem? What 
methods can be used when this and/or 
similar problem situations are encoun- 
tered in the future? Who might be of 
assistance to the child in the com- 
munity setting? The child needs to 
know the answers to these and other 
questions through the use of his own 
learning process. 

Time would be reduced considerably 
if the nurse made the above formula- 
tions, but the usefulness of the nurse 
lecturing about her formulations of the 
child’s behavior is questionable. This 
continues the child’s dependency on 
someone else to think for him. It is 
obvious that the nurse will not be the 
child’s constant lifetime companion. 
Therefore the nurse assists the patient 
in reaching his own formulations. She 
is someone who can and does validate 
the formulations of the child with him, 
and she assists him in revising his for- 
mulations. The nurse’s assistance in the 
child’s learning process decreases as 
the child gains the competencies of 
learning and/or problem-solving. 

As the child begins to make formu- 
lations regarding his own behavior and 
that of other people, the discussions 
will focus increasingly on the goal of 
making the expected change in living. 
The child needs to know the adminis- 
trative steps of the institution related 
to making the change from institutional 
living to community living. He needs 
to know of possible and actual changes 
in the community; the family and the 


nurse share the function of providing 
him with such information. The expec- 
tation that the home and community 
will be the same as before can never 
be met, Change is a characteristic of 
urban societies. Anxiety is associated 
with change. 

There are other problem areas which 
the nurse will consider in the care of 
children diagnosed as _ schizophrenic, 
and nurses must continue to look for 
the areas in which they might assist the 
children. This is done by studying the 
data obtained in a nurse-child relation- 
ship and the nurse-child-family relation- 
ship. How does the nurse care for the 
child other than in a custodial manner? 
What are the child’s problems in the 
institution and upon return to the com- 
munity? What are the parents and/or 
family’s interpersonal problems with 
the child? 

The literature regarding childien 
diagnosed as schizophrenic as_ evi- 
denced by the Kanner and Eisenberg 
reports ® ® is extensive. But this litera- 
ture does not include any reports made 
by nurses. By contacts with nurses 
throughout the country one becomes 
aware that nurses are involved both in 
nurse-child relationships and _nurse- 
child-family relationships. These nurses 
know some of the problem areas experi- 
enced by the child. Two of the areas 
mentioned are the lack of educative 
facilities while in the institution and 
the inclusion of the child in an adult 
hospital population. Sharing the knowl- 
edge of these problems and the func- 
tions of the nurse through intra- and 
interdisciplinary conferences and_ the 
professional literature would expand 
the available information about how 
the nurse functions with these children 
living in an institution. 


Summary 


Children diagnosed as schizophrenic 
often make the change from _institu- 
tional living to community living, but 
they need some assistance. Here the 
seven-step process answering the initial 
question of how some children effect 
this change in living has been described 
according to the view of the child. The 
question of method that the nurse can 
utilize in assisting the child to make a 
change in living has been described as 
a portion of the nurse-child and nurse- 
child-family relationships. 

The child is assisted in the use of his 
learning and problem-solving processes 
as a helpful conversion pattern for the 
energy of the anxiety accompanying 
change. The third question, concerning 
the other areas to be considered, will 
depend upon continuation of nurse- 
child and nurse-child-family relation- 
ships; use of the nurse’s learning proc- 

(continued on page 34) 
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Bedside Network 


for Hospitalized Veterans 


by MARY V. BARRETT, 
R.N., M.A. 

Assistant Chief of Nursing 
Education, Veterans Adminis- 
tration Hospital, Bronx, N.Y. 


OR many years mental hygienists 

and psychologists have utilized 
role-playing with children for diag- 
nostic and therapeutic purposes. This 
has proved so successful that in recent 
years the technique has been utilized 
in the education and rehabilitation of 
adults, serving in many instances as an 
emotional catharsis. 

For patients confined in Veterans 
Administration hospitals in the New 
York-New Jersey area role-playing as a 
factor in rehabilitation is encouraged 
and aided by the Veterans Hospital 
Radio and Television Guild, 353 W. 
57th Street, New York. This volunteer 
organization is composed largely of 
professional actors, writers, directors, 
musicians, and songwriters. Four days 
a week members of the Guild direct 
patient shows for the hospital radio 
channels. Most of the radio scripts used 
are donated to the Guild by national 
networks, but some are written by the 
patients themselves. The casts are made 
up entirely of patients, but since most 
VA patients are men, the feminine 
roles are played by professional actress- 
members of the Guild. 


“Bed Ears” 


Patients also work with the profes- 
sional Guild members in the produc- 
tion of music bridges and sound effects. 
The audience for whom this entertain- 
ment is prepared is the family of pa- 
tients who listen in on the “bed ears”— 
radio earphones attached to each pa- 
tient’s bed. 

The patients act in plays, sing, read, 
and engage in group discussion to 
entertain both themselves and other 
patients. They also learn something 
about the mechanics of broadcasting, 
script-directing, coaching, and script- 
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A volunteer group of professionals from the field of 
entertainment aid in rehabilitating patients at New York 
and New Jersey Veterans Administration hospitals. 


writing—knowledge which broadens 
their intellectual horizons. Occasionally, 
patients with previous experience try 
writing scripts or directing, thus taking 
their first steps toward occupational re- 
habilitation in the Guild studios. 

On Monday evenings at the VA 
Hospital in the Bronx, New York, the 
Guild conducts five or six activities in 
the wards and studio. Guild members 
split into groups of two or three and 
go to assigned stations with scripts, 
tape-recorders, turn-tables, records, and 
sound effects to rehearse and record 
the patient programs. Or they may or- 


ganize a session of singing and piano- 
playing in a ward. 

When a program is produced patients 
and Guild members together prepare 
the sound effects for the scripts—tele- 
phones, bells, pistol shots, thunder 
claps, falling bodies, clanking chains, 
rustling papers, and any other sound 
called for by the script. Then voices 
are tested for proper levels, parts are 
given out, and the entire production is 
carefully rehearsed. When all is ready 
the show is recorded on tape and 
played back to the performers. There 
is drama in the actual production of 


William Jackson, a professional actor and member of The Veterans Hospital Radio 
and Television Guild, explains to author Mary Barrett and a patient his reason for 
requesting a certain ‘line reading’ for a broadcast they are to tape record. 








. < 


While Mr. Jackson holds the tape-recorder microphone for a patient-actor reading 
his part, another patient-actor and Miss Barrett follow the script for the show. 


these shows which may take place al- 
most anywhere, including 
in the Nursing Education Department 
empty rooms, back halls with a scarcity 
of “props,” or in wards beside the pa- 
tients’ beds. For the so-called studio 
show, a half-hour with the best 
ambulatory talent available, Guild vol- 
unteers recruit patients from all over 
the hospital—psychiatric patients, am- 
putees, geriatric patients, and chronic 
medical and surgical patients of all 
types The performers are eager to put 
on a good show and they have a sense 
of the artistic, a desire to take the cue 
and to join with others in attaining an 
artistic goal. Results are often thrilling, 
as patients find that they can venture 
out of their seclusive silence into the 
safety of an earnest working group. 
Sometimes the result is especially satis- 
fying, as in the case of Howard, a 
middle-aged tracheostomy patient. 


classt ooms 


show 


Many Problems 


The operation which removed his 
diseased larynx confronted this patient 
with several problems. Not onlv did he 
have to accept a painful disfiguring re- 
sult of his surgery—the tracheostomy 
tube—but he knew that very little could 
be done to conceal his loss from others, 
for the artificial opening in his throat 
would always be in full view. Further- 
more, the nature of his surgery made 
it necessary for him to be first on a 
liquid diet and then on a soft diet. 
He had to learn again how to swallow, 
with the result that he became des- 
pondent and lost interest in eating. 


Then, although he gradually began to 
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master the art of removing, cleaning, 
and replacing the tracheostomy tube, 
he could not speak. He carried a slate 
around with him on which he wrote 
his queries and requests. Those who 
read the slate were inclined to reply 
in writing or else by speaking softly, 
so that Howard found that not only 
had he lost his own ability to utter 
sounds but he also apparently induced 
others to alter their manner of com- 
municating with him. 

Before his operation Howard had 
been told that he would be able to 
speak by blocking the tracheostomy 
opening with his finger and that a 
speech therapist would teach him eso- 
phageal speech. But he secretly doubted 
this even though other patients with 
tracheostomies visited him and demon- 
strated their speaking abilities. More- 
over he wanted no part of the kind 
of hoarse burping speech these patients 
were able to produce, and so, deep in 
his heart, he determined to live out 
his life in silence and depend on his 
slate. 

As his physical strength returned, 
Howard began to seek out the com- 
panionship of others, but steadfastly 
resisted efforts to teach him to speak. 
Then one day he permitted himself 
to be taken to a session of the Veterans 
Hospital Radio and Television Guild 
at which patients were rehearsing some 
choral readings before recording them 
on tape. He sat in the back for a while 
quietly listening. And then suddenly, 
without thinking, he brought his hand 
to his throat and joined in the choral 
reading, his rasping, croaking sound 
lost in the cadence of spoken music 


roduced by the group. Startled, he 
Poked about furtively to see if others 
had noticed his utterance, to determine 
whether or not his burping speech had 
spoiled the production. But no one 
stopped, no one looked up, and Howard 
again joined in the reading. 

When the tape was played back it 
contained nothing unexpected, for there 
had been enough melody and reso- 
nance in the reading of the other 
patients to make up for the unusual 
of Howard’s voice. But for 

something wonderful had 


timbre 
Howard 


happened: He had spoken, he had 
joined in a choral group, and no one 
had commented or even noticed him. 
Henceforth Howard began to take his 
rehabilitation seriously by giving time 
to his speech lessons and practice. 


Discussion Group 


One of the most recent ventures 
of the Bronx VA Hospital and the 
Guild is the production of the “Kings- 
bridge Opinionaires,” a discussion 
group that meets on Monday after- 
noons to tape-record its sessions for 
reproduction on the “bed ears” the 
following afternoon. A patient disc- 
jockey who is also a Guild member 
is part of the program. Subjects for 
discussion are suggested by patients 
throughout the hospital. The “Opin- 
ionaires” select the subject, do their 
reading or other preparation, and come 
to the Monday meeting prepared to 
present and defend an opinion. Pre- 
senting an expert's point of view or 
that of a person from the world outside 
the hospital is the occasional visitor 
who accepts an invitation to take part 
in a discussion. Recently, for example, 
when the topic of discussion was “Does 
a Career Woman Make a Better Wife 
and Mother?” two career women took 
part as guest participants. 

In these unrehearsed discussions 
informative material is presented to 
bolster opinions, and divergent opinions 
are accepted with a spirit of good- 
natured give and take. But there is 
also the constant need for skill and 
tact on the part of the discussion 
leader so that he can steer the talk 
away from personal jibes or too many 
examples of intimate experience, so 
that the patient who may be hyper- 
sensitive because of his traumatic 
experiences does not suffer a deeper 
wounding by the darts he thinks are 
aimed at him personally. This discus- 
sion can also illustrate the logical 
presentation of ideas without bias, 
helping the men to develop an objec- 
tive attitude. Physical suffering, inept- 
itude, failure, inferiority, and emotional 
trauma may upset any of us. We all 
need, at some time, to be reminded 

(continued on page 32) 
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In the second article based on her study, 

“The Achievement of Students 

in the General Nursing Program in Basic Liberal Arts 
Courses at Hunter College,” the author presents 

the answer she found to the question: 


Are Nursing Students 
As Successful As Nonnursing Students 


In Liberal Arts Courses? 


INCE the introduction of nursing their new environment. Information re- 
into colleges and universities is garding their academic performance is 
relatively recent, it is important to know of value to all educators who are in- 
how nursing students are succeeding in volved in the planning and evaluation 


TABLE | 
GRADES ASSIGNED IN ELEMENTARY EXPOSITION 
TO GENERAL NURSING, 
DAY SESSION, AND GENERAL STUDIES STUDENTS 





by KATHLEEN K. GUINEE, 

R.N., Ph.D. . . , 

Assistant Professor, Hunter College General Nursing Day Session General Studies 
= the City of _—_ York, Students Students Students 

epartment o ucation, 

Division of Nursing Education Fall 1956-June 1958 Fall 1956-57 Fall 1956-57 








Grades n » 2 n % n To 





A 6.8 19 8.1 
44.3 


B 
Cc 
D 





Total 
Average grade 2.6 
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of college curricula. At Hunter College 
all students complete certain basic 
liberal arts courses, regardless of their 
majors. Students majoring in nursing 
are not separately grouped while taking 
liberal arts courses, but are distributed 
in regular course sections. 


Purpose and Background 


In this second part of the study, “The 
Achievement of Students in the General 
Nursing Program in Basic Liberal Arts 
Courses at Hunter College,” compari- 
sons of success in certain basic liberal 
arts courses were made for nursing 
students and students in other bac- 
calaureate majors. All of the 157 stu- 
dents admitted to the General Nursing 
Program in the college year 1956-57 
were included in the study, and their 
success was followed in selected liberal 
arts courses. 

Of the total 157 students, 48 were 
admitted in September 1956; 109 were 
admitted in February 1957. The grades 
assigned to these students between 
September 1956 and June 1958 were 
compared with grades assigned to Day- 
Session students and to General Studies! 
students in the fall, 1956-57, semester. 
Since the majority of the students in the 
General Program attended 
Hunter College part time, it was neces- 
sary to include grades for four semesters 
in order to obtain a_ representative 
sampling for this group. Liberal arts 
courses in which a significant number 
of grades were assigned to students in 
the General Nursing Program, Day Ses- 
sion, and General Studies were chosen. 
These courses were among the first 
taken by students entering the General 
Nursing Program and preceded courses 
in the nursing major. While reviewing 
these records, it was found that 81, or 
51.5 per cent, of the 157 students with- 
drew from Hunter College prior to June 
1958. The grades which had been as- 
signed to the students who withdrew 
are included in this study. The third 
article of this series will be devoted to 
comparisons of the admission qualifica- 
tions and performance in certain basic 
liberal arts courses of the students who 
remained in the General Nursing Pro- 
gram with the admission qualifications 
and performance in the same liberal arts 
courses of the students who withdrew 
from the program. 


Nursing 


Success in Liberal Arts 


The comparisons of the grades earned 
in the Elementary Exposition course, 
1oted in Table 1, show that the stu- 
lents in the General Nursing Program 


1School of General Studies is the Eve- 


ning Session Division of Hunter College 


of the City of New York 
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TABLE 2 
GRADES ASSIGNED IN EDUCATIONAL PSYCHOLOGY 
TO GENERAL NURSING, 
DAY SESSION, AND GENERAL STUDIES STUDENTS 








General Nursing 
Students 
Fall 1956-June 1958 


General Studies 
Students 
Fall 1956-57 


Day Session 
Students 
Fall 1956-57 





Grades n » 3 


n Yo n Yo 








A 7 


9.7 

B 58.3 
Cc 29.2 
D 


26 22.4 7\ 22.9 
38.0 48. 
34.4 26.1 





Total 
Average grade 


116 
2.8 





TABLE 3 
GRADES ASSIGNED IN THE UNITED STATES 
IN WORLD HISTORY TO GENERAL NURSING, 
DAY SESSION, AND GENERAL STUDIES STUDENTS 








General Nursing 
Students 
Fall 1956-June 1958 


General Studies 
Students 
Fall 1956-57 


Day Session 
Students 
Fall 1956-57 





Grades n Se 


n . § n y / ° 





A ! 1.6 
50.0 


B 
Cc 37.1 
D 


17 Vt.t 26 13.7 
50 58 30.5 
51 70 36.8 
22 28 


13 





Total 62 


Average grade 2.4 


190 
2.4 


153 
2.2 





received the highest average grade 
(2.6),2 General Studies students the 
second highest (2.4), and the Day Ses- 
sion students the lowest average grade 
(2.2). The students in the General 
Nursing Program received the second 
highest percentage of A grades and a 
lower percentage of D grades or lower 


2 Average grade or index number. The 
value of grade A is 4; B, 3; C, 2; D, 1; 
and F, 0. 


than either the Day Session or Gen- 
eral Studies students. 

In Educational Psychology (Table 
2), the average grade for both the stu- 
dents in the General Nursing Program 
and Day Session was 2.8, that for Gen- 
eral Studies students, 2.9. Considering 
the three groups of students, the stu- 
dents in the General Nursing Program 
received the lowest percentage of A 
grades and the lowest percentage of D 
grades or lower. 
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Table 3 shows that in the course, The 
United States in World History, the 
average grade for students in the Gen- 
eral Nursing Program and General 
Studies was the same (2.4); it was 2.2 
for the Day Session students. Further 
comparisons show that the students in 
the General Nursing Program received 
the lowest percentage of D grades or 
lower. 

In Table 4 it is seen that the average 
grade earned in Principles of Sociology 
by students in the General Nursing Pro- 
gram and by students in General Stud- 
ies was the same (2.3); it was 2.1 for 
the Day Session students. Students in 
the General Nursing Program were as- 
signed the lowest percentage of A 
grades and the lowest percentage of D 
grades or lower. 

Table 5 shows that in General Psy- 
chology the students in the General 
Nursing Program received the highest 
grade average (2.8), General Studies 
students the second highest (2.5), and 
the Day Session students received the 
lowest grade average (2.3). The stu- 
dents in the General Nursing Program 
were assigned the highest percentage 
of A grades and the lowest percentage 
of D grades or lower. 


Findings and Discussion 


Comparisons of the average grades 
assigned to students in the General 
Nursing Program with average grades 
assigned to Day Session students and 
General Studies students show that the 
average grades assigned to students in 
the General Nursing Program in Ele- 
mentary Exposition, Educational Psy- 
chology, The United States in World 
History, Principles of Sociology, and 
General Psychology equalled or were 
higher than the average grades assigned 
to Day Session students. These grades 
equalled or were higher than the grades 
assigned to students in General Studies 
except in one of the selected courses, 
Educational Psychology. In this in- 
stance the difference was not statistically 
significant. 

The percentage of A grades assigned 
to students in the General Nursing Pro- 
gram was lower in three of the five 
selected courses than the percentage of 
A grades assigned to either the Day 
Session or General Studies students. 
The percentage of D grades or lower 
assigned was lower for students in the 
General Nursing Program than for 
either Day Session or General Studies 
students in all five selected liberal arts 
courses. The percentages of B grades 
assigned in all five selected courses were 
higher for students in the General Nurs- 
ing Program than for students in Day 
Session or in General Studies. 

In the selected courses the average 
of the grades assigned to Day Session 
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TABLE 4 
GRADES ASSIGNED IN PRINCIPLES OF SOCIOLOGY 
TO GENERAL NURSING, 
DAY SESSION, AND GENERAL STUDIES STUDENTS 








General Nursing 
Students 
Fall 1956-June 1958 


General Studies 
Students 
Fall 1956-57 


Day Session 
Students 
Fall 1956-57 





Grades n So 


n %o n %o 





A 4 6.5 
B 26.3 
Cc 57.4 
D 


11.8 10 
8.8 13 
61.8 36 

10 





Total 61 
Average grade 2.3 


34 69 
2.1 2.3 





students was slightly lower (.1 to .2 per 
cent) than the average of the grades 
assigned to General Studies students. 
In most instances the percentage of A 
grades and D grades or lower assigned 
to Day and General Studies 
students show a more constant relation- 
ship than is evident between the stu- 
dents in the General Nursing Program 
and either of the two other groups. 
So far as grades can be used as an 


Session 


indication of success, one can conclude 
that the performance of 157 nursing 
students in basic liberal arts courses 
compares favorably with that of stu- 
dents in other baccalaureate programs 
at Hunter College. It also appears that 
no disadvantage exists where nursing 
students are not in segregated groups. 
The results of frequent evaluations 
should contribute to continued success 
of nursing students in college. 


TABLE 5 
GRADES ASSIGNED IN GENERAL PSYCHOLOGY 
TO GENERAL NURSING, 
DAY SESSION, AND GENERAL STUDIES STUDENTS 








General Nursing 
Students 
Fall 1956-June 1958 


General Studies 
Students 


Day Session 
Students 
Fall 1956-57 





Grades n % 


Fall 1956-57 


n + 'o n +. ° 





A 20 

B 47 
Cc 34 
D 


6.7 64 





Total 
Average grade 2.8 























Legal Facts for Proper Practice 


jry was a flurry of activity on the 
third floor of the hospital as Miss 
Parrish was going on duty. A severe 
cardiac patient was being admitted to 
room 321. 

The 3-11 P.M. supervisor, Mrs. 
Bishop, whom Miss Parrish would re- 
lieve, was obviously harassed. She had 
become involved in obtaining an oxygen 
tent from central supply, notifying the 
patient’s doctor, obtaining orders, and 
the myriad details of admission, just as 
it was almost time for her to go off duty. 


Waits for Report 


Miss Parrish waited at the nurse’s sta- 
tion for Mrs. Bishop’s report to complete 
the transfer of responsibility for the de- 
partment. Mrs. Bishop's report was per- 
functory, since she knew that her hus- 
band was waiting for her and that he 
would be most impatient if she was late 
getting off duty again. She hastened 
through the list of patients, classifying 
most care as routine, but reporting that 
Mrs. Ander, a patient with terminal 
cancer of the lung, was having a great 
deal of pain and should be closely 
watched. She then told Miss Parrish 
that all the orders were on the Kardex 
and that the narcotic count was all right. 
With this, she hurriedly left the depart- 
ment on her way to the dressing room. 

Miss Parrish felt a bit breathless and 
confused at the rapid and breezy orien- 
tation she had been given for her night’s 
responsibilities. This had happened be- 
fore, on occasions. Mrs. Bishop some- 
times seemed much more concerned 
about her husband’s displeasure when 
she was late than about the report she 
was giving to the supervisor of the next 
shift. However, Miss Parrish felt that 
she could handle the situation, as she 
had done several times before, by going 
through the charts and checking the 
patients herself. 

After assigning one of the graduate 
nurses to care for the new cardiac pa- 
tient, Miss Parrish picked up Mrs. 
Ander’s chart. She knew that this pa- 
tient had been on the critical list for 
seven days and was desperately ill. Her 
chart revealed that a hypodermic in- 
jection of morphine sulphate gr. % had 
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been given by Mrs. Bishop at 8:00 P.M., 
but that the patient had continued to 
complain of pain. At 10:00 P.M., the 
nurse’s notes read: “Patient still having 
extreme chest pain. Respirations 34 and 
labored; diaphoresis present. Blood 
pressure is 108/64. Pulse 84 and slightly 
irregular. Patient moaning.” 

Miss Parrish went immediately to 
Mrs. Ander’s room. As she entered, Mr. 
Ander, who had been pacing the floor, 
agony mirrored in his face, said, “O’ 
Miss Parrish, I am so glad you are here 
Can’t you please do something to keep 
her from suffering so? The last injection 
she had did not seem to help her at all. 
She doesn’t seem to know me and can’t 
answer when I talk to her—but she keeps 
moaning—and it’s so sas Can’t you 
please give her something to help her?” 

Five days earlier the dosage of mor- 
phine prescribed for Mrs. Ander had 
been increased from gr. %, every third 
hour, to gr. 4%, every four hours. During 
the last 48 hours it had been increased 
to gr. 4, every third hour, as required. 
At this stage of her illness, nothing could 
be done for her except to keep her as 
comfortable as possible until the end. 

Miss Parrish glanced at her watch, 
checked the patient’s pulse, respirations, 
and blood pressure, and swiftly prepared 
and administered the currently ordered 
dose of morphine. She remained at the 
bedside with her fingers on Mrs. Ander’s 
pulse because she recognized that this 
quantity of morphine could cause a 
serious cardiac retardation and depres- 
sion, and she was watching for any un- 
toward signs. 

Within a matter of seconds, Mrs. 
Ander’s pulse dropped from 72 to 58. A 
blood pressure reading showed 78/42. 
The moaning decreased to a whimper 
and the patient seemed relaxed. How- 
ever, she became noticeably paler, her 
finger nails became almost purple from 
cyanosis, and her respirations were de- 
creasing and becoming considerably 
more labored. 

Miss Parrish, as an experienced nurse, 
recognized that there was something 
radically wrong with Mrs. Ander. She 
called the doctor immediately and re- 
ported the patient’s condition to him. 

The doctor, after hearing her report, 
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said, “Miss Parrish, I cannot understand 
why you gave Mrs. Ander that mor- 
phine. If you had read her chart you 
would have known that I gave her half 
a grain intravenously, myself, less than 
an hour ago. It’s no wonder she’s show- 
ing signs of cardiac and respiratory de- 
pression. She’s reacting to an overdose 
of morphine. Stay with her and keep 
checking—I'll be right down.” 


The Doctor Arrives 


Within a few minutes the doctor ar- 
rived, and both he and Miss Parrish 
were at the bedside when Mrs. Ander 
quietly expired. Before that happened 
she had seemed to fall into a restful 
sleep. Mr. Ander, though grieving deep- 
ly, expressed his happiness that his wife's 
death had been so peaceful and so easy 
for her, after the pain and torment she 
had endured in recent months. 

The doctor and Miss Parrish went 
back to the nurse’s station and together 
they checked the chart. It contained no 
record that the doctor had administered 
the % gr. of morphine. Neither did it 
record on the doctor’s order sheet that 
the p.r.n. order for hypodermic adminis- 
tration had been modified by the stat. 
order of 10:40 P.M. to provide for an 
intravenous administration at that par- 
ticular time. Miss Parrish then checked 
the narcotic book to see if the drug had 
been signed for, and found that Mrs. 
Bishop had done so, reporting that it 
had been administered intravenously to 
Mrs. Ander at 10:40 P.M. by her doctor. 

The doctor, intending to be consid- 
erate, told Miss Parrish not to blame 
herself too severely for having admin- 
istered the lethal dose of morphine. He 
told her that while he would have to 
report the overdose of morphine as the 
immediate cause of death, Mrs. Ander 
would not have survived for more than a 
few days in any event, and she would 
have been in great pain the entire time. 
He did point out, however, that she 
might be criticized for not having 
adhered to the practice, prescribed by 
the hospital, of balancing the content 
of the narcotic cabinet against the 
record in the narcotic book in the pres- 
ence of the off-going supervisor before 
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assuming responsibility for the depart- 
ment at the change of shift. Had she 
done so, she would have seen the entry 
regarding the 10:40 P.M. dose and 
would have realized that Mrs. Ander’s 
chart was incomplete. 

Miss Parrish, equally considerate, as- 
sured the doctor wy in her opinion, it 
was the hand of a merciful Providence 
that had prevented him from writing his 
10:40 P.M. stat. order on the doctor’s 
order sheet of Mrs. Ander’s chart, since 
she had carefully checked that sheet 
before administering the hypodermic be- 
cause Mrs. Bishop had emphasized Mrs. 
Ander’s precarious condition. 


Not Appreciative 


The doctor did not —_— to be 
particularly appreciative of Miss Par- 
rish’s opinion, but he volunteered no 
other explanation as to why he had 
violated hospital policy by failing to 
write the order on the chart. Instead, 
he set himself to the unpleasant task of 
filling out the official certificate of death. 
As he was ethically obliged to do, he 
listed the overdose of morphine as the 
immediate contributing cause. 

The hospital administrator, concerned 
that the results of the possible coroner's 
investigation might reflect unfavorably 
upon the hospital, immediately con- 
sulted the hospital’s attorney about the 
legal implications of the Ander case. 

The lawyer observed that since the 
death would not have occurred when 
it did if any one of three persons—the 
doctor, Mrs. Bishop, or Miss Parrish— 
had fully and carefully carried out his 
or her duties, it would be necessary to 
examine the conduct of each of them to 
ascertain whether, from the point of 
view of the law, the death would be 
considered to have resulted from such 
conduct. He explained that to be con- 
sidered a legally significant result, the 
death would have to be shown to be the 
natural, probable, and anticipated con- 
sequence of the particular conduct un- 
der investigation. 

He first discussed Miss Parrish. Her 
only fault had been that she accepted 
Mrs. Bishop’s assurance that the nar- 
cotics count was accurate when hospital 
policy—which is binding upon hospital 
employees whether or not they agree 
with its wisdom—required her personal 
verification of the count. But was the 
death of Mrs. Ander from an overdose of 
morphine the natural, probable, and 
anticipated consequence of Miss Par- 
rish’s failure to check the narcotics book 
against the narcotic supply? The lawyer 
thought not. Failure to check the nar- 
cotic book did not cause the death. But 
for a failure to perform a duty to be 
considered a legal cause of an injury 
simply because if it had been performed 
the injury would have been prevented, 
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it would be necessary to show that the 
duty was imposed, at least in part, for 
the purpose of preventing or reducing 
the incidence of such injuries. 

It could not seriously be contended 
that the requirement for a_ verified 
narcotic count was established to pre- 
vent overadministration of narcotics 
lawfully ordered for a patient, in the 
event a perfectly legitimate adminis- 
tration should be carelessly omitted from 
that patient’s chart. Rather, it was 
established to aid in the enforcement of 
the laws relating to possession and use 
of narcotic drugs, to & responsibility for 
their safekeeping, and to prevent them 
from falling into the hands of addicts 
or persons engaged in the illicit drug 
trade. 

Legally, Miss Parrish was not involved 
in Mrs. Ander’s death. She was, of 
course, subject to reprimand or other 
disciplinary action by the hospital be- 
cause she failed to adhere to hospital 
policy with respect to verification of the 
narcotic count because during the time 
she continues to accept employment by 
the hospital she obligates herself to 
adhere to its policies as they apply to 
that employment. Whether her non- 
adherence to policy in the particular 
instance should be considered excusable 
in view of Mrs. Bishop’s hurried depar- 
ture, leaving Miss Parrish saddled with 
other urgent professional duties, is a 
matter for the director of nurses, in the 
light of sound principles of nursing ad- 
ministration. The lawyer cautioned the 
hospital administrator that it would be 
unwise for him to attempt to control 
the recommendation of the director of 
nurses in this connection, simply because 
of his layman’s feeling that Miss Parrish 
had put the hospital administration in 
an embarrassing situation. The imme- 
diate demands of the patients, Mrs. 
Bishop’s reputation with respect to nar- 
cotic control, and various other nursing 
considerations outside the knowledge 
and comprehension of the administrator 
should properly determine the disci- 
plinary action, if any, to be taken against 
Miss Parrish by her employer. 

The involvement of the doctor was 
disposed of in short order. His failure 
to record his stat. order was not the 
legally significant cause of the death. 
The policy requiring the recording of 
such orders was to insure completeness 
of the patient’s treatment record, for 
the future use of his present doctor, 
those who might be called in consulta- 
tion, and all others legitimately inter- 
ested in what medical treatment had 
been prescribed. It was not intended as 
a safeguard against a nurse’s negligent 
failure to record the administration of a 
duly prescribed medication. 

Depending upon the explanation for 
the doctor’s failure to conform to the 


policy of the hospital, a policy which 


he implied he would adhere to when 
he accepted the privilege of treating 
patients there, and depending upon the 
attitude of the medical staff of the hos- 
pital toward deviators, the doctor might 
find his hospital privileges terminated 
or suspended. But the sa would not 
consider him as having played a part 
in causing Mrs. Ander’s death. 

Of course, if a Federal or state law 
relating to the control of narcotics re- 
quired the doctor to enter a written 
order for the I.V., since it was beyond 
the coverage of the written p.r.n. order, 
he would be subject to the penalty 
prescribed by that law for failure to 
do so. 


Mrs. Bishop’s Responsibility 


Mrs. Bishop remains to be consid- 
ered. Since she had signed for the drug 
it was her duty to record its use. Al- 
though Mrs. Bishop had nothing to do 
with the actual administration of the 
lethal dose, its administration by Miss 
Parrish was, under the circumstances, 
the natural, probable, and anticipated 
consequence of Mrs. Bishop’s failure to 
chart the administration of the earlier 
dose. 

Mrs. Bishop's failure would there- 
fore be considered a legal cause of Mrs. 
Ander’s death. A person whose act or 
omission is a legal cause of the death 
of a human being may be subject to 
civil and criminal prosecution. If the 
act or omission was negligent, as dis- 
tinguished from proper, the estate of 
the deceased may compel that person, 
in a civil suit, to pay money damages 
equal to the financial loss resulting from 
the death. In the case of a young, 
healthy person, with a long life ex- 
pectancy and high earning power, these 
damages may be very substantial. In 
Mrs. Ander’s case, while it is clear that 
Mrs. Bishop's action in failing to chart 
the I.V. was negligent, rather than 
proper, it seems that no financial loss 
resulted to her heirs from the fact that 
she died as a result of the overdose of 
morphine, rather than by lung cancer a 
few days later. Under these circum- 
stances, Mrs. Bishop cannot be held 
liable for damages. 

Her criminal responsibility is quite 
another matter. True, she did not de- 
liberately cause the death and so could 
not be guilty of murder or voluntary 
manslaughter. However, a person who 
unintentionally, but negligently, causes 
the death of another may be found 
guilty of involuntary manslaughter, or 
some equivalent kind of criminal homi- 
cide, if the negligence is wanton or 
criminal, as distinguished from ordinary 
negligence which is sufficient to make 
one civilly liable for damages. 

Of course, in determining whether 

(continued on page 32) 
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Nurses should respect the personalities 
of their patients. But first they must 


know themselves, the author explains. 


SELF- 
KNOWLEDGE: 


Aid to Better Nursing 


66QW7 ANTED: Nurses who treat pa- 

tients as persons, not things.” 
This was the advertisement Lucile Petry 
included in a 
address. It points out a common need 
in all associations with people a re- 
spect for personality . 

What kind of person has a right to 
ad? “What kind of 
human being is the professional?” Dean 
Howard Thurman once asked in a Na- 
tional League for Nursing keynote 
speech as he talked of “The Responsi- 
bility of the Professional Person to So 
ciety.” To this Boston University chap- 
lain the sina qua non is religion. For 
the professional, as indeed for anyone, 
he would say there must be available 
“springs of living water” so that “in 
work and play, in joy and sorrow, in 
success and failure, a sense of not being 
alone but rather a sharing of companion- 


Leone once convention 


answer such an 
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ship and fellowship makes the living of 
life a hallowed and sacred experience.”* 

This is good philosophy and good psy- 
chology, as well as good religion. Anxi- 
ety and the feeling of being alone have 
apparently existed since the beginning 
of man. The worship of primitive man 
was induced by fear, and in the Old 
Testament we read: 


And thy life shall hang in doubt 
before thee 

And thou shalt fear day and night and 
shalt have none assurance of thy life. 

In the morning thou shalt say “Would 
God it were even.” 

And at even, thou shalt say: “Would 
God it were morning.”% 


Many Shakesperian characters exhibit 
anxiety tensions, and in the seventeenth 
century Thomas Burton wrote The Anat- 
omy of Melancholy. Three psychiatrists 


in a recent publication suggest that 
although no existing data can prove an 
increasing incidence of anxiety in the 
world, it appears evident that com- 
plaints about anxiety are multiplying.* 
If this is true, it may presage hope for 
better human relations, for if people 
are free to complain of emotional pres- 
sures, they may decide to do something 
about them. Dean Thurman, I venture, 
would heartily agree that God helps 
those who help themselves. In talking 
to nurses he speaks of “the resources 
within one’s own profession and the 
overtones that seep into society from 
other professions, and from the arts.”® 

In any attempt to analyze the com- 
plex problems of living and learning 
and teaching, one is reminded of the 
wisdom of the injunction of the great 
man, Socrates: “Know Thyself.” This is 
perennially a most demanding com- 
mand, especially in a culture of speed 
and efficiency, in which a multiplicity 
of time-saving machines and gadgets 
leaves few moments for introspection. 
Even when there’s leisure in which to 
think, many of us prefer to push down 
deeper our fears and hostilities and turn 
on the television set or lose ourselves in 
other people’s problems via a cinema- 
scopic movie. 

Any attempt at self-analysis is, of 
course, painful to the ego. Dr. Karen 
Horney® reminds us that humility, as 
well as hope, is required in any discus- 
sion of the possibility of self-examina- 
tion. But she observes that it has always 
been regarded by psychiatrists, case 
workers, and counselors as feasible as 
well as valuable to know oneself. 

Have the values and feasibility of 
this basic attempt to understand self 
and others been given sufficient thought 
and attention in our schools—elemen- 
tary, secondary, higher, professional? 
How many of you recall your educa- 
tional history as one based on the theory 
and practice that individuals should 
develop to their fullest potentialities? 
Did your teachers, supervisors, and ad- 
ministrators create a learning atmos- 
phere in which the needs of individuals 
and groups were explored and in which 
there was a joint living-through of ex- 
periences? What percentage of your 
vears of formal education were those 
in which students were treated as per- 
sons and, in turn, teachers were recog- 
nized as people? 

It is hard to create a climate in which 
learning results in constructive be- 
havior. When this does happen, one 
may safely surmise that the leaders have 
faced themselves. The indices of too 
many, even recent, textbooks in edu- 
cational psychology include no refer- 
ence to personal problems of the teach- 
er. This seems a serious omission when 
many scholars agree that to try to un- 
derstand others, we must first try to 
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understand ourselves. 

The common recognition of anxiety 
in our time is being increasingly ex- 
pressed in professional literature. Indi- 
vidual and group therapy are recog- 
nized as sound techniques, and there 
is evidence of growing concern for the 
need of further investigation by trained 
and interested people. 

The contribution of Karen Horney 
toward facing ourselves and our time, 
Carl Rogers’ concept of a client-centered 
counseling approach, Arthur T. Jer- 
sild’s emphasis on discovery of self, and 
the thinking of Eric Fromm and of 
Paul Tillich furnish good background 
materials in any attempt at understand- 
ing ourselves and others. In The Cou- 
rage to Be, Tillich suggests the serious- 
ness of any such search: “Courage, 
united with wisdom, includes temper- 
ance in relation to oneself as well as 
justice in relation to others. . The 
courage to be is the ethical act in which 
man affirms his own being in spite of 
those elements of his existence which 
conflict with his essential self-affirma- 
tion.”? Jersild’s In Search of Self and 
When Teachers Face Themselves have 
value for students and teachers and 
many adults outside the classroom. 

L. Thomas Hopkins, professor emeri- 
tus of Columbia University, has long 
been convinced of the necessity that 
guides in the learning process first seek 
self-understanding, believing that the 
most desirable conception of learning 
takes place when the leader knows and 
understands the learner as a growing 
person with individual needs. Such em- 


pathy is an ideal, impossible of ap- 
proaching if the teacher rejects the need 
of knowing himself. In his book, The 
Emerging Self, Professor Hopkins gives 
an example from the field of nursing: 
“A nurse treats the whole patient. 

Her knowledge of the growth process 
is vital to such service, for she must 
have creatively assimilated her skills to 
use them effectively in helping a whole 
person regain his health.” It is of ut- 
most importance, he believes, that all 
involved in the profession of nursing 
gain insight into the nature and mean- 
ing of the need-experience process in 
order to relate it to bedside care, to the 
teaching of nursing students, and to the 
improvement of nursing education. 

In any consideration of this process it 
is well to keep in mind that adult groups 
differ in many ways from adolescent 
groups. For this reason the same tech- 
niques may not be used interchange- 
ably. The specifics of an inservice pro- 
gram in human relations may not 
resemble those for a human relations 
seminar for undergraduate nurses. 

An inservice program conducted a 
few years ago at Springfield Hospital, 
Springfield, Mass., considered the value 
of education in terms of tangible, be- 
havioral results, One topic much dis- 
cussed was the self-concept as related 
to nursing. No pen-and-pencil test, it 
was decided, can really indicate how 
good a nurse a student will make. More 
time must be given to getting to know 
student nurses, the instructors and su- 
pervisors felt. They realized that there 
is a place in applied training for a per- 


sonal involvement that is not admissible 
in a scientific inquiry. Most encourag- 
ing, the reporters considered, was the 
fact that they found “hospital personnel 
and nurses ready and eager to accept 
the social scientists and make time avail- 
able to increase the emotional well- 
being of the hospital staff.” 

An exploratory study with case work- 
ers carried on by field workers and 
faculty of the New York Scnool of Social 
Work was based on the assumption that 
“probably too great a disparity exists 
between personality patterns and pat- 
terns of learning. . . .” They concluded 
that to help the learner “as he sets his 
goals and works realistically toward 
them, or as he is torn by conflicts that 
prevent his using his abilities, or as he 
burns himself out in the quest for futile 
objectives, we need a personality or- 
ganization incorporated within our gen- 
eral theory of learning.”!° 

At Florida State University a group 
of student therapists disciplined them- 
selves by “psychologists-heal-thyselves” 
sessions. The initial meetings were for 
one hour weekly; later the periods were 
extended to an hour and a half, or more. 
The greatest value of this therapy ex- 
periment, it was felt, was the accepted 
opinion that a healthy therapist was 
essential, that there was a real benefit 
in the constant exchange of therapist 
and patient roles. The participants rec 
ognized that many problems were in- 
volved, including the relative psycho- 
logical sophistication of the group and 
cross currents of interpersonal relations. 
There were irritations but there were 


A group of Russell Sage College students in an educational psychology class role-play a school case conference in which 
various methods of aiding a physically handicapped student are discussed. Those involved in the “conference” are the handi- 
capped student, his school nurse (student in white uniform), school psychologist, one of the student's teachers, and a dietician. 
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new friendships which emerged in this 
voluntary poss for understanding of 
human nature and behavior—their own 
and their colleagues. With faculty en- 
couragement, they felt, many other stu- 
dents might profitably avail themselves 
of such group therapy." 

At the Wellesley-Newton Hospital a 
Human Relations seminar was conduct- 
ed under the auspices of the Harvard 
School of Public Health, the National 
Institute of Mental Health, and the 
Wellesley Human Relations Service, 
with financial help from The Grant 
Foundation. It was inaugurated in an 
attempt to help relieve student tensions 
during the first six months of hospital 
training. “A loss of equilibrium” which 
resulted in a drop-out rate as low as the 
national average concerned those in 
charge of the nursing program. Through 
planning with the local service the free 
group discussion method of analyzing 
problems was made available. A clin- 
ical team composed of a leader and 
two observers (one for each two groups) 
conducted 12 one-and-a-half-hour week- 
ly evening classes of not over 15 first 
year students, nearly all 17- and 18 
vear-olds.'2 

Accepting the fact that these group 
meetings were to help normal individu- 
als meet the hurdles in traumatic situ 
ations, those involved agreed upon three 
aims: (1) To understand other people, 
we have to start by understanding our- 
selves; (2) to help handle our common 
“garden variety” type of problems be- 
fore they get big; and (3) to help us 
as individuals recognize severe emo- 
tional problems and channels for help 
and therapy.’ 

Because of the secrecy of the ses- 
sions, the students felt free to release 
their feelings of hestility and aggression 
and to try to examine them. They faced 
the terror of being graduated and put 
on their own. They recognized their 
need to accept themselves as nurses, 
and admitted their fears of social, emo- 
tional, and economic limitations. They 
felt inadequate in their intellectual and 
cultural background compared with the 
college-trained nurse. The students also 
admitted the fact of death was a dis- 
turbing reality for them. 

In evaluating their experience in the 
seminar the group decided: “A knowl- 
edge of the deeper dynamics which pro- 
duce these strains helps a faculty plan 
the whole educational program bet- 
ter... .” Involving the faculty in such 
a program sensitized them to the ex- 
pected development problems of ado- 
lescents. So convinced was the staff of 
the value of this opportunity for girls 
to have a place where they could dis- 
cuss problems, strengthen comradeship, 
and carry out considered action and the 
staff was so impressed by the drop in 
withdrawal rate of the pilot class (23.6 
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per cent as compared with 31.6 per cent 
for the regular) that the seminar was 
incorporated as a part of the regular 
program in the second and third years 
as well. 

Insight into a psychological distance 
between students and staff, far more 
common, perhaps, than is usually recog- 
nized, may be gained from the asser- 
tion of a student in this experiment who 
said that at the beginning of her third 
year she “had begun to see the director 
of nurses and faculty members as indi- 
viduals, and in so doing found it pos- 
sible to enjoy her contacts with them on 
a different plane than had been possible 
before.”"* If an authoritarian atmos- 
phere exceeds the necessary order and 
discipline of any institution, learning 
and performance may be impaired. The 
Newton-Wellesley study suggests that 
some problems attributed to a hierarch- 
ical structure in hospitals may be caused 
by other intergroup forces in the situ- 
ation.!5 

Many teachers, convinced that de- 
veloping an understanding and healthy 
self-acceptance is basic to one’s well- 
being, would like to help students in a 
search for self, but, untrained in therapy 
techniques, feel inadequate. I recom- 
mend as an inspiration and guide Prof. 
Arthur Jersild’s study of over a thou- 
sand teachers, reported in his text, 
When Teachers Face Themselves. The 
appendix of this book includes a self- 
understanding questionnaire, a personal 
issues inventory, and statistical and in- 
terpretative sections. 

In one of my classes there were 26 
adults who were required to take a 
course in educational psychology. Only 
one was a teacher; over one-half were 
registered nurses. I have long known 
that adults deserve a different approach 
than one can make in teaching ado- 
lescents, for they have lived longer— 
and experience is the most effective aid 
in human development. Introductory 
textbooks seemed too elementary for 
them, so I timidly experimented with a 
book of readings.’* Each student was 
required also to secure When Teachers 
Face Themselves.'* Being fearful of my 
own limitations, I gave a cowardly as- 
signment: “Before the end of the course, 
write and pass in your reaction to this 
book,” I instructed them. Hadn't Jersild 
talked about “some sort of balance be- 
tween venturing and playing it safe,” I 
rationalized, as I read through with the 
group the table of contents: Anxiety, 
Loneliness, The Search for Meaning, 
Sex, Hostility, and Compassion. 

“The quality of learning is intimately 
related to the quality of teaching. Bet- 
ter teaching should always bring better 
learning and better learning, better 
teaching,” Professor Hopkins explains 
in Interaction: The Democratic Theory. 
These adults came together with various 


skills and with various background ex- 
periences. We considered the idea of 
horizontal leadership and they taught 
one another and their teacher. We 
worked in small groups that later re- 
ported to the class. The book of read- 
ings led us on and on. Perhaps, at points 
in our discussions, we came near to 
group therapy. Individuals did engage 
in self-analysis as indicated by the “re- 
actions” submitted. 

Those of us who are entrusted with 
the guidance of learners in any field 
may well give serious attention to in- 
corporating theories of personality or- 
ganization and patterns into any theory 
of learning. Dr. Jersild concludes his 
chapter on compassion with the ques- 
tion: What is there in the lessons we 
teach, the exercises we assign, the books 
we read, the experiences we enter into, 
and in all our undertakings, that can 
help us to find ourselves and, through 
us, help others in their search? As we 
experiment in the field of human rela- 
tions, we grow in courage and in con- 
fidence. 
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DRUG THERAPY 


The Superior Vena 


Gradual obstruction of the superior vena cava produces a 
syndrome that is occuring with increasing frequency and is well 
recognized today. The patient will have a history of headache, 
shortness of breath, buzzing in the ears, swelling of the neck 
and face, bulging eyes, deafness, somnolence, machinery-like 
noise in the head, epistaxis, and—rarely—hemoptysis. Further 
examination of the patient reveals a painful edema and peculiar 
reddish cyanosis of the upper half of the body, with paleness of 
the lower half. Cyanosis and edema are aggravated when the 
patient is in a horizontal position; they are relieved when the 
patient assumes an upright position. 

A review of the anatomy of the superior vena cava makes 
the symptoms produced by its obstruction readily understand- 
able. Functionally, the superior mediastinum through which the 
superior vena cava passes is the busiest route in the body. 
Through it passes all the air entering and leaving the lungs, all 
the food entering the stomach, all the lymph going into the 
thoracic duct, and all the blood that leaves the heart via the 
aorta or returns to it via the superior vena cava from the upper 
half of the body. 

Anatomatically, the superior vena cava is approximately seven 
centimeters in length, extending upward from the junction of the 
right and left innominate veins and downward to the right 
auricle. The azygos vein enters just above the pericardial reflec- 
tion, and the last two centimeters of the cava lie intrapericardial- 
ly. The vena cava is one of the most compressible structures in 
the area, having soft, thin walls and a low pressure. It is situ- 
ated between the rigid bony anterior chest wall, anteriorly; the 
pulsating muscular-walled ascending aorta, anteromedially; the 
relatively rigid cartilagenous trachea and right bronchus, pos- 
teriorly; the soft expandable pleura and right lung, laterally; and 
groups of potentially comalee lymph nodes. These include, 
anteriorly, the right anterior mediastinum; posteriorly, the right 
laterotragheal chains; and inferoposteriorly, the right bronchial 
nodes and tracheal bifurcation nodes. In addition, the superior 
vena cava is in close relation to the right pulmonary and innom- 
inate arteries; the phrenic nerve, which courses over its right 
lateral surface; and the thymus near its anteromedial circulation. 

With the anatomical relationships of the superior vena cava in 
mind, the development of collateral circulation is readily under- 
stood. In fact, in patients who do not seek medical attention 
early, this is one of the striking physical findings. Collateral cir- 
culation for the obstructed superior vena cava consists of four 
routes: 


Azygos Pathway—This is composed of azygos, hemiazygos, as- 
cending lumbar, and lumbar veins, thereby connecting the 
superior and inferior vena cavae, If the obstruction is above the 
opening of the azygos vein into the superior vena cava the 
azygos route is probably the most important channel, and the 
flow is toward the superior vena cava. With the opening of 
the azygos vein blocked, and probably with the point of ob- 
struction below the opening of the azygos vein, the flow is 
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Caval Syndrome 


reversed toward the inferior vena cava and the route is of less 
prominence. 

Internal Mammary Pathway—It includes internal mammary, 
superior and inferior epigastric, musculophrenic, intercostal and 
superficial veins of the thorax, iliac vein, and thereby the in- 
ferior vena cava. 

Lateral Thoracic Pathway—The lateral thoracic, thoracoepig- 
astric, superficial circumflex iliac, long saphenous and femoral 
veins comprise this route. 

Vertebral Pathway—Composed of innominate, vertebral, inter- 
vertebral, and vertebral plexus, intercostal, lumbar and sacral 
veins. This pathway makes use of the azygos and internal mam- 
mary connections. 


Infrared photography demonstrates abundant superficial colla- 
terals on most patients. Phlebography is a standard procedure, 
not only for demonstration of collaterals but also for localizing 
the site of obstruction and perhaps giving a clue as to the cause. 

Laboratory studies reveal me increase in venous pressure 
in the upper extremities, while pressure is normal in the lower 
extremities or may even be decreased. 


Etiology and Pathogenesis 


There are four major causes of superior vena caval obstruc- 
tion: tumors, aneurysms, mediastinitis, and phlebitis with throm- 
bosis. Minor causes may be trauma, shia with constriction 
of the pericardial ring, leukemia, mitral stenosis, pneumothorax, 
and mediastinal emphysema. 

In the past tumors were considered responsible for approxi- 
mately 40 per cent of cases of obstruction, but this percentage 
has recently increased and for three reasons. First, because of the 
increase in bronchogenic carcinoma. Also, there is a greater popu- 
lation of elderly persons with a corresponding increase in tumors. 
In addition there is a decrease in the infectious processes. The 
most common tumor involving the superior vena cava is bron- 
chogenic carcinoma. Metastases to adjacent lymph nodes, meta- 
static tumor from other sources, malignant lymphomas, and other 
malignant neoplasms have a grave prognosis. The main action 
of tumors in this syndrome is caeadl pressure on the vena cava. 
This pressure is frequently produced by invaded lymph nodes 
which have Heel in size and subsequently cause pressure. 
Occasionally there may be actual intraluminal invasion, and in 
some instances there may be partial occlusion of the aorta fol- 
lowed by thrombosis. The latter, however, is rare. 

Also in the classification of tumors, but with considerably bet- 
ter prognosis are the benign tumors, cysts, mediastinal lympha- 
denitis, enlarged thyroid or thymus, tuberculoma, syphyllitic gum- 
mata, and other granulomas, Unfortunately, it is estimated that 
benign tumors account for only 7 per cent of the cases of tumor 
involvement; 93 per cent are of the malignant variety. 

Aneurysms are estimated to cause about 25 per cent of the 
cases of obstruction, compressing or rupturing into the vena cava. 
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Although luetic aneurysms were a prime factor in the past, the 
incidence is gradually decreasing due to improved and intensive 
therapy. Arteriosclerotic dissecting aneurysms, however, are in- 
creasing as a result of longevity of the population. 

Approximately 12 per cent of vena caval obstructions are 
caused by mediastinitis. Initiating factors may be infections, in- 
flammations, or trauma that may have occurred years ago or 
may have initiated a relatively indolent lymph node infection 
and abcess from lung lymphatic drainage. Chronic fibrous media- 
stinitis is thus produced, causing a fibrotic, collagenous mass 
with cicatricial scarring in the superior mediastinum and conse- 
quent occlusion of the superior vena cava. 

Thrombosis has caused about 13 per cent of vena caval ob- 
structions, 36 per cent of which have been due to phlebitis 
listed as idiophatic, syphilitic, tubercular, pyogenic, and trau- 
matic been due to external com- 
pression, 23 per cent to mediastinitis. Ten per cent of the 


Twenty-nine per cent have 
causes of thrombosis are unknown 
Therapeutic Considerations 


It has been known for some time that the symptoms and signs 
of venous obstruction will gradually subside spontaneously as 
the collateral circulation grows more efficient despite persistence 
of the block. Improvement occurs spontaneously because of the 
effect of gravitv on the return blood flow. Evidence indicates that 
a good clinical response to treatment with either chemotherapy 
or radiotherapy in vena caval obstruction due to carcinoma 
and other infiltrative diseases depends upon the efficiency of the 
collateral circulation, chiefly the azygos vein. Generally, if the 
block involves or is below the azygos orifice improvement will 
be minimal 

Because of the dramatic appearance and the acute onset of ob- 
struction of the vena cava, the tendency is to begin treatment 
early. Therapy offers symptomatic improvement for the patient; 
it causes regression of the basic lesion with restoration of more 
normal blood flow. Therapeutic measures are of three varieties 
and may be used individually or in combination. These are 
chemotherapy, radiotherapy, and finally surgery—if the ob- 
struction is mechanical. 

Roentgen ray and chemotherapy, using Mustargen or mech- 
lorethamine hydrochloride, have been found worth while by Ros- 
wit and his co-workers. In 76 per cent of patients with inoper- 
able bronchogenic carcinoma, remissions up to one year with 
roentgen rays alone have been achieved. With the use of nitro- 
gen mustard alone, the period of remission has been somewhat 
Death may occur within a 
few months if the symptom is not treated. Roentgen therapy 
may be given daily at doses of 75 to 100 r.; 
noted dosage is increased gradually to 250 r. daily and maintain- 
ed until maximum clinical benefits are attained. A total dosage 
of 3,500 to 4,500 r, through at least two portals is considered 
most efficient 


shorter, approximately five months 


as improvement is 


Nitrogen mustard is given intravenously along 
with X-ray therapy in doses of 0.1 mg. per kilogram of body 
weight. This is administered in divided doses over a three- or 
four-day period Extreme caution must be taken in the handling 
of nitrogen mustard as well as in giving this drug, since infiltra- 
tion into tissue or spillage on the surface may result in the 
sloughing of tissue 


More Satisfactory 


Nitrogen mustard is more satisfactory when used in combina- 
When therapy of this type is suc- 
cessful, it is believed that there is a diminution in size of the 
nodes or mass causing the compression. Thus while radiotherapy 
and chemotherapy do not relieve the primary block when it is 
due to an infiltrative tumor, they may still be of value in the 
treatment of primary disease and in protecting the venous col- 
laterals when the tumor is sensitive to these agents. Such im- 
provement will usually be associated with radiologic evidence 


tion with roentgen therapy 
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of reduction in size of the mediastinal mass. 

Treatment with radiotherapy and/or chemotherapy is indicat- 
ed in all cases of lymphoma, but relief of the sae Prt vena 
caval block will depend on the mechanism of obstruction. If the 
vein is compressed by enlarged mediastinal lymph nodes, re- 
storation of flow through the superior vena cava should occur 
unless a thrombus has formed. If the obstruction is due to com- 
pression there is mechanical pressure on the venous wall causing 
the obstruction of blood flow. The wall itself is not involved and 
the lumen is generally patent unless secondary thrombosis has 
occurred. In obstruction due to neoplastic infiltration of the 
superior vena cava the tumor invades the wall and thus occludes 
the lumen; this obstruction is the result of puckering or stenosis 
of the vessels. A thrombus is usually associated with this type 
of obstruction. Necropsy studies have revealed that this type 
of obstruction is not relieved despite intensive treatment. In such 
cases any improvement that occurs is due to the natural sequence 
of events in the formation of collaterals. Some physicians employ 
anticoagulant therapy with heparin, Dicumarol, or Sintrom. 


A Natural Course 


The rare patient with primary thrombotic obstruction will 
follow a natural course. Sometimes the vessel with the thrombus 
will be recanalized. Recovery will be independent of treatment 
and depends entirely on the establishment of collateral circula- 
tion or recanalization of the vessel. 

For other causes of obstruction, treatment is directed toward 
the underlying cause. For instance, antisyphilitic therapy will 
be used if there is syphilitic mediastinitis. Chemotherapy and 
antibiotics are used if the obstruction is due to pyogenic or in- 
flammatory sources. Isonicotonic acid hydrazide and para-ami- 
nosalicylic acid are administered when the lesion is of a 
granulomatous type, as in the case with tuberculosis associated 
with mediastinal pathology. 

When the patient survives long enough and the symptoms and 
signs persist over a prolonged period, the condition strongly sug- 
gests interference with the collateral flow, principally the azygos 
vein. If the underlying process is benign, surgery may be bene- 
ficial for the unusual, rare patient with a constricting band or 
scar. 

Surgery is also indicated for the removal of benign tumors, 
thereby releasing fibrous bands and adhesions, and decompress- 
ing the mediastinum if markedly obstructed or rapidly increas- 
ing. In the latter instance this may be a temporary life-saving 
procedure. The occluded superior vena cava is resected and re- 
placed with a vein or an arterial graft for what is hoped will be 
a more permanent life-saving operation. Anastomoses is also 
performed between the occluded vena cava and the right inno- 
minate vein. Homogenous or autogenous veins can be used if 
arterial grafts are not available, although they tend to collapse 
and thrombose. 

Whatever the mode of therapy, it is well to remember that the 
symptoms produced by an obstructed vena cava are a frighten- 
ing and life-threatening situation to the patient. Both reassur- 
ance and sedation should be offered to the patient in large doses. 
Since both nitrogen mustard and roentgen therapy may result in 
periods of nausea and vomiting, antiemetics must be used to pre- 
vent the patient from becoming completely exhausted. In de- 
bilitated individuals the nurse must prevent aspiration and the 
subsequent hazard of pneumonia to which the patient is already 
more highly susceptible than the normal individual. Bone mar- 
row depression may also result from therapy, and the patient 
should have frequent hematologic check-ups. 

The successful treatment of the patient with sunerior vena 
caval syndrome is gratifying to patient, nurse, and physician. 
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MUSTARGEN 


CYTOTOXIC AGENT 





DESCRIPTION: Mustargen or mechlorethamine hydrochloride 
is a nitrogen mustard; it is a nitrogen analog of sulfur mustard, 
the vesicant gas used in World War I. During World War II 
the nitrogen mustards were studied as potential warfare agents, 
and late in 1942 observations led to the first clinical therapeutic 
trial in a case of malignant lymphoma. 


ACTION AND EFFECTS: The basis for the therapeutic use of 
Mustargen is its cytotoxic effect and its ability to inhibit the 
growth of rapidly proliferating cells, such as those of the lymph- 
atic and hemopoietic systems, intestinal tract, epithelium of the 
cornea, and gonads. Mustargen inhibits cell division in all ger- 
minal tissues, but in clinical use bone marrow and lymphoid 
tissues are the only normal tissues significantly affected. The 
rapidly proliferating cells of certain neoplastic processes are 
sometimes also inhibited by Mustargen. 

Mustargen inhibits cell division in a premitotic or resting 
phase. More differentiated elements of bone marrow and lymph- 
atic tissue rapidly disintegrate following exposure; relatively 
undifferentiated cells are nonproliferative during exposure. The 
latter are not destroyed but become hypertrophied. Proliferating 
cells show evidence of altered chromosomal structure as well 
as function, and if alterations do not prove lethal to subsequent 
cell generations they may become inherited mutations and may 
be reproduced indefinitely. 

The toxic effects and biologic changes induced by Mustargen 
resemble in many ways those produced by total body roentgen 
irradiation and, superficially, the therapeutic results are similar. 
These similarities are known as radiomimetic actions. 


USES: A great many investigators have used this drug in the 
treatment of neoplastic diseases, and their collective reports 
describe the results observed in thousands of patients. From 
these studies it is apparent that Mustargen does not cure neo- 
plastic disease, but it is useful as a palliative agent in certain 
neoplastic processes, particularly of the lymphoid and hemo- 
poietic systems. Its use has been found to produce a tempor- 


ary regression in the size of diseased tissues, alleviation of 
symptoms, increase in appetite and strength, and a sense of well- 
being. Remissions last for varying periods of time. 

In Hodgkin’s disease Mustargen has been found to cause 
temporary regression of enlarged nodes and involved organs, 
reduction of fever, alleviation of constitutional symptoms, and 
general improvement. On occasion there is a dramatic response 
in lymphosarcoma, although reports indicate that response is 
much less predictable. 


PREPARATIONS: Mustargen is supplied in 20 cc. rubber- 
stoppered vials with one milligram of the drug per cc. 


DOSAGE AND ADMINISTRATION: A total dose of 0.4 mg. 
per kg. of body weight for each course is usual in the majority of 
cases. This is best given in divided doses and is most often 
administered in a single intravenous injection of 0.1 mg./kg. 
each, on four consecutive days. 

The solution is prepared immediately before each injection. 
Although it may be injected directly into any suitable vein, it is 
recommended that Mustargen be injected into the rubber tubing 
of a flowing intravenous infusion, thus reducing the possibility 
of severe local reactions to the drug due to extravasation or 
high concentration. There appears to be no clinical evidence that 
the rate of injection is critical, provided it is completed within 
a few minutes. 


TOXICITY: Usual dosage will produce a moderate leuko- 
penia, negligible fall in erythrocyte and hemoglobin levels, and 
a variable degree of thrombocytopenia, Severe and uncontroll- 
able bone marrow depression may sometimes occur. 


PRECAUTIONS: Thrombosis and thrombophlebitis may _re- 
sult from direct contact of Mustargen with the intima of the 
injected vein. 

Systemic toxic manifestations are nausea, vomiting, and de- 
pression of formed elements in the circulating blood. 





TRILAFON 


TRANQUILIZER 





DESCRIPTION: Trilafon is one of the comparatively new tran- 
quilizing and antiemetic agents. Chemically, it is perphenazine. 


ACTION AND EFFECTS: This drug has been used with con- 
siderable success both as a tranquilizing and emetic agent for 
a large group of patients, although its specific locus of action 
has not been described. Generally speaking, it has the ability 
to cause depression of the central nervous system although the 
exact site has not been determined. 


USES: Trilafon is recommended as an antiemetic in nausea and 
vomiting due to many causes, including the nausea and vomit- 
ing associated with acute and chronic anxiety states and the 
nausea and vomiting of pregnancy. Trilafon is also indicated in 
a number of agitated mental and emotional disturbances. These 
may be either functional or of organic origin. 

Trilafon Injection is indicated as initial therapy or in the 
treatment of acute episodes of agitated mental and emotional 
disturbances, as well as in nausea and vomiting when more 
rapid effect is required than is obtainable with oral administra- 
tion. Trilafon Syrup, on the other hand, can be utilized with 
greater ease in the management of children and elderly patients. 

Trilafon Repetabs provide prolonged tranquilizing and anti- 
emetic effects, assuring continuous medication by minimizing 
the risk of forgotten doses. Patients who have been discharged 
also find Repetabs valuable because they do not have to take the 
drug as frequently. Therefore the constant problem of remember- 
ing a dosage schedule is not as acute for so many already tense 
individuals. 


PREPARATIONS: Trilafon is marketed in a variety of forms. 
There are available tablets of 2, 4, 8, and 16 mg. For more rapid 
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action, there is Trilafon Injection, which contains 5 mg. per ce. 
of aqueous vehicle. This form can be given intravenously or 
intramuscularly. 

Trilafon Syrup contains 2 mg. of active ingredient in each 
teaspoonful, or approximately 2 mg. in a volume of 5 cc. Trila- 
fon Repetabs contain 8 mg. of perphenazine with 4 mg. in the 
outer layer for immediate absorption and 4 mg. in the inner 
core for release approximately 4 to 6 hours after ingestion. 


DOSAGE AND ADMINISTRATION: The dosage of Trilafon 
Tablets, Injection, Syrup, and Repetabs must be adjusted to the 
individual requirements of each patient. The drug has a wide 
range for therapeutic use and the physician has much leeway 
in dosage schedule from the standpoint of quantity. The nurse 
can be helpful here by observing closly the response of the 
patient to various doses when initially being startd on the drug. 


TOXICITY: There is no specific literature on the toxic manifes- 
tations from the use of this drug. As with any central nervous 
system depressant, however, overdosage of this drug must be 
carefully avoided. 

Since there is considerable variation in the response of pa- 
tients, not only in different age groups but also among patients 
of the same age, it is important that both physician and nurse 
learn to observe the response of the individual patient to the 
drug. Dosage may then be adjusted accordingly. 


PRECAUTIONS: Trilafon dosage may be raised with consider- 
able freedom if the patient does not get the antic ipated response. 
However, it must again be repeated that the severity of the 
condition and the response of each patient to the drug must 
be closely observed. 
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ROENTGEN RAYS 


PHYSICAL CYTOTOXIC AGENT 





DESCRIPTION: While roentgen rays (X-rays) are physical 
rather than chemical agents, they constitute an important part 
of the physician’s armamentarium in the treatment of neo- 
plastic disease. As such, they merit discussion. 

X-rays used in therapy are usually generated at voltages of 100 
to 2,000 kilovolts. The voltage determines the energy of the 
X-rays and thus the degree of tissue ionization and the depth 
of penetration. It is currently thought that X-rays act largely 
by producing active radicals in water. These radicals include 
hydroxyl and hydrogen ions, hydrogen peroxide molecules, H 
and HO, radicals, and other active groups. The radicals are 
formed throughout cells in the path of the X-rays, and systems 
sensitive to oxidation or reduction may thus be inhibited. X-rays 
induce their effects during the period of exposure, but an in- 
volved sequence of events is then initiated in the tissues, resulting 
in signs of toxicity and tissue injury. This may take months or 
even years to develop. X-rays directed to a small area of the 
body produce local injury without appreciable effects on distant 
tissue. 


ACTION AND EFFECTS: The srincipal biological effects of 
X-rays are death or injury to sualilavedions cells, with cytological 
evidence of nuclear and chromosomal abnormalities; production 
of mutations in bacteria; carcinogenic activity in animals and 
man; when the total animal is irradiated, the blood-forming 
organs, the intestinal epithelium, and the gonads are most 
severely affected. 


USES: X-rays are applied locally for the treatment of Hodgkin’s 
disease, lymphosarcoma, chronic myelogenous and lymphatic leu- 
kemia, mycosis fungoides, and plasma cell myeloma. Treatment 
is directed to the enlarged nodes and bone and skin lesions in 
Hodgkin's disease and lymphosarcoma. It is directed to the 
spleen in chronic myelogenous leukemia, and to the long bones 
in polycythemia vera. Total body irradiation has been given to 
far-advanced cases of Hodgkin’s disease, lymphosarcoma, and 
polycythemia vera, 


PREPARATIONS: The roentgen is a measure of ionizing elec- 


tromagnetic radiation. The high-energy a generator pro- 
duces an electromagnetic wave equivalent to that of the gamma 
ray. 


DOSAGE AND ADMINISTRATION: The administration of 
X-ray therapy is an important specialized technique in medicine. 
Radioresistant or solitary lymphomas are treated with a dose of 
2,000 to 4,000 r. of X-rays calculated as tumor dose, and de- 
livered in two to six weeks. Radiosensitive lesions and chronic 
leukemias usually receive 200 to 600 r. The tumoricidal dose of 
X-rays, that is, the amount that will obliterate neoplastic cells, 
is probably in the range of 3,000 to 6,000 r., and in some cases 
even higher doses are required. The dose causing temporary 
regression of a tumor, however, may be far less, sometimes as 
little as 100 to 300 r. A distinction must be made between 
radiocurability and radiosensitivity. 


TOXICITY: Radiation sickness refers to the weakness, depres- 
sion, anorexia, nausea, vomiting, and diarrhea which may occur 
with the irradiation of large body areas, particularly the abdo- 
men. The reaction appears during the period of active treatment 
and subsides when the treatment is stopped. 

Moderate doses of X-rays produce a depression 
with leukopenia, thrombocytopenia, anemia, and involution of 
the lymphatic tissues. Large doses induce hemorrhagic tenden- 
cies, increased susceptibility to infection, and a protracted 
aplastic anemia; diarrhea results from injury to the intestinal 
mucosa. 

Distinctive physiologic and pathologic effects result from the 
intensive local irradiation of such tissues as the skin, lung, in- 
testinal tract, thyroid, liver, kidney, and other tissues. 


PRECAUTIONS: There is no specific treatment for the bone- 
marrow depression induced by X-rays, but general supportive 
measures, such as antibiotics, fresh blood, and platelet trans- 
fusions may have life-saving value in individuals exposed in 
the region of minimal lethal doses. 

Radiation sickness may be relieved by thiamine chloride, pyri- 
doxine, steroids, and chlorpromazine. 





TIGAN 


ANTIEMETIC 





DESCRIPTION: Tigan, a new and specific antiemetic agent, 
is chemically known as benzylamine hydrochloride. 


ACTION AND EFFECTS: This drug specifically blocks the 
emetic mechanism without causing sedation, tranquilization, 
hypotension, or other undesirable side effects. Tigan suppresses 
the emetic response even in patients who are actively vomiting. 
It acts primarily at the chemoreceptor trigger zone, the medul- 
lary structure which activates the vomiting center. The me- 
chanism involved in this zone is presumably competitive in- 
hibition, the antiemetic potency of Tigan depending upon its 
iffinity to the receptors in this area. 


USES: Tigan is useful in the prevention and treatment of nausea 
and vomiting. Tigan is useful in relieving nausea and vomiting 
due to pregnancy; infections, toxicoses, or other underlying 
disease processes; drug administration; radiation therapy or 
travel sickness. It may also be useful in preventing or treating 
postoperative nausea and vomiting, as well as that associated 
with labyrinthitis, Meniére’s syndrome or psychic disturbances. 

It may be used in preventing the nausea and vomiting ac- 
companying nitrogen mustard therapy and roentgen therapy. It 
has been observed that in radiation sickness and toxicoses, Tigan 
has stopped nausea and vomiting when other therapeutic meas- 
ures failed to do so 


PREPARATIONS: Tigan is marketed in capsules of 100 mg. 
each and in ampules containing 2 cc. of a solution with 100 mg. 
/ce., for intramuscular administration. 
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DOSAGE AND ADMINISTRATION: The dosage of Tigan may 
be adjusted according to the indication for therapy, the severity 
of the symptoms, and the response of the patient. In nausea 
and vomiting associated with pregnancy, control is achieved by 
administering 200 mg. of the pm. immediately upon awakening. 
The patient should stay in bed for one-half to one hour following 
this dose. For the patient whose nausea and vomiting is not 
confined to the morning hours, supplemental doses of one or two 
capsules should be given through the day at intervals of three 
to four hours. Individual patients have received up to 1,000 mg., 
and intramuscular doses up to 800 mg. with no untoward effects. 


TOXICITY: Tigan is essentially free of side effects. In wide 
clinical use there have been no significant adverse reactions 
reported, and no instances of abnormalities have appeared in 
¥ aren findings. This drug will not cause drowsiness, tran- 
quilization, or extrapyramidal tract stimulation. It has no hy- 
potensive effect and no hepatic toxicity. 

Such side effects as headache, skin rashes, excitation, tachy- 
cardia, and gastrointestinal disturbances have been conspicuously 
absent. Clinicians have used Tigan and have found that it is safe 
for all types of patients, even those with cardiovascular disease 
or liver impairment. Because Tigan does not cause drowsiness or 
tranquilization it is not necessary to advise patients against 
driving an automobile or operating other mechanical equipment. 
Tigan may be given as needed without any special precautionary 
measures and with no known contraindications. 
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Public Health Nursing Consultant, 
New York City Department of Health 





Trends In Nursing History—Their So- 
cial, International, and Ethical Relation- 
ships, fifth edition, illustrated, by Eliza- 
beth M. Jamieson, R.N., B.A., the late 
Director of Nursing, Fabiola Hospital 
School of Nursing, Oakland, Calif.; 
Mary F. Sewall, R.N., B.S., Formerly 
Director of Nursing Education, Metho- 
dist Hospital School of Nursing, Los 
Angeles, Calif.; and Lucille S. Gjert- 
son, R.N., B.S., M.A., Science Instruc- 
tor, Saint Francis Memorial Hospital 
School of Nursing, San Francisco, 
Calif.; W. B. Saunders Company, Phila- 
delphia, 1959. 522 pages. Price $5.00. 


The structural changes that have oc- 
curred within the nursing organizations 
and the research programs conducted 
under various auspices are fully cover- 
ed in this fifth edition. Such topics as 
the national accreditation of nursing 
schools and hospitals are explained in 
the chapter, “Modern Trends in Nurs- 
ing.” 

Through the International Council of 
Nurses, relationships with nurses of 
other countries have broadened in 
scope, and activities are directed to- 
ward promoting high standards of nurs- 
ing care on a world-wide basis and 
protecting the interests and status of 
professional nurses. A new chapter on 
this topic and one dedicated to modern 
nursing careers have been added. The 
practice of integrating Professional Ad- 
justments II within Nursing History is 
consistent with the present-day educa- 
tional philosophy. In the chapter deal- 
ing with this, however, supplementa- 
tion of opportunities on the state and 
municipal levels is necessary. 

The Contents consists of three parts. 
In Part One, “Ancient Civilizations,” 
are the following chapters: Chapter 1. 
“Life Among Primitive Peoples”; Chap- 
ter 2. “Beginnings of Civilization: 5000 
B.C. to 1 A.D.”: Chapter 3. “Begin- 
nings of Civilization (Continued)”; 
Chapter 4. “Early Christian Era: 1- 
5000 A.D.” Part Two concerns “The 
Middle Ages, Circa 500-1500 A.D.” It 
contains Chapter 5. “Early Middle 
Ages: Society in Small Cooperative 
Units”; and Chapter 6. “Late Middle 
Ages: Society Becoming Mobile; De- 
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tachment of Individuals.” 

Part Three, “The Modern Era: Sci- 
entific, Economic, and Social Evolution 
—Beginning Circa 1500 A.D.,” includes 
Chapter 7. “Renaissance, Reformation, 
and a Decline in Nursing: 1500-1860 
A.D.”; Chapter 8, “Early Hospitals and 
Nursing in America”; Chapter 9. “So- 
cial Reform Movements: 1633-1860”; 
Chapter 10. “Modern Developments of 
Social Agencies: 1860-1893"; Chapter 
11. “Group Consciousness Develops: 
Nursing During Three Wars: 1893- 
1920”; Chapter 12. “National Surveys 
of Nursing and Medicine: 1920-1939”; 
Chapter 13. “World War II and the 
United Nations: 1939-1950”; Chapter 
14. “Modern Trends in Nursing”; 
Chapter 15. “International Relation- 
ships”; Chapter 16. “Modern Nursing 
Careers.” There is a Summary and 
Topics for Discussion at the end of each 
chapter. 

This book maintains the high literary 
qualities of previous editions and the 
historical facts are interestingly pre- 
sented. It is a text for students in basic 
schools of nursing. 


Gynecology and Gynecologic Nursing, 
fourth edition, by Norman F. Miller, 
M.D., Professor of Obstetrics and Cy- 
necology, University of Michigan Medi- 
cal School; and Hazel Avery, A.B., 
R.N., Associate Professor of Nursing 
and Supervisor of Obstetric and Gyne- 
cologic Nursing, University of Michi- 
gan Medical Center. With a chapter 
on “The Gynecology Operating Room” 
by Mildred Quackenbush,  R.N., 
B.S.N.Ed., and a chapter on “The 
Psychosomatic Approach in Gynecol- 
ogy” by Sprague Gardiner, M.D., W. 
B. Saunders Company, Philadelphia, 
1959. 501 pages, 249 diagrammatic 
drawings, Price $5.50. 


This edition has been expanded to 
include major changes in gynecology 
with continued emphasis on fundamen- 
tals. There are new chapters on “Psy- 
chology of Gynecology” and “Gyne- 
cology of Infancy and Childhood” 
as well as on “Gynecologic Geriatrics” 
and “Terminal Care for the Advanced 
Cancer Patient.” 


Nursing care has been _ integrated 
throughout the book. However, there 
is a special section devoted specifically 
to gynecologic nursing. In view of the 
increase of staphylococcal infections in 
hospitals, one might question the 
“physical preparation” of the patient 
under a and b. Certainly aseptic tech- 
niques need to be stressed for the pa- 
tient as well as for the nurse in guard- 
ing against potential infection. 

The Contents consist of two parts. 
Part I, “Gynecology,” includes 27 
chapters related specifically to anatomy, 
physiology, and the specific gyneco- 
logical conditions observed in women. 
Part II, “Gynecological Nursing,” con- 
sists of eight chapters that are related 
to nursing responsibilities and nursing 
care of gynecologic patients. 

This text provides essential subject 
matter material for the student in a 
basic nursing program and is an ex- 
cellent source of reference for the pro- 
fessional nurse working in a_ public 
health nursing agency or hospital. 


Patient Care and Special Procedures in 
X-ray Technology, illustrated, by Carol 
Hocking Vennes, R.N., B.S., formerly 
Surgical Supervisor and Clinical In- 
structor, University of Minnesota Hos- 
pitals, Minneapolis, Minn.; and John C. 
Watson, R.T., Director of Courses in 
X-Ray Technology, University of Min- 
nesota Hospitals, Minneapolis, Minn. 
The C. V. Mosby Company, St. Louis, 
1959. 203 pages. Price $5.75. 


It is a well-known fact that team 
efforts by all workers concerned with 
patient care contribute to better un- 
derstanding of procedures and reduce 
emotional stress. Where diagnostic and 
therapeutic measures are concerned, 
accurate knowledge of pathological 
conditions under study require special 
skills of X-ray technicians in order to 
obtain certain results. 

This book, written in association with 
a technician, points up problem areas 
that the technician needs to observe 
and in which he should seek the aid of 
the physician or professional nurse. It 
is written in nontechnical language and 

(continued on page 32) 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


at $ 


talk it OVer 


by THERESA G. MULLER, R.N., M.A. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 


FHV HIS month we shall examine further the selections from 

the recordings of a young graduate nursing student on 
a field assignment in psychiatric nursing at a large state 
hospital. Such a personal record of activities, reactions, suc- 
cesses, and disappointments—with possible explanations and 
interpretations—can be a valuable means in bringing the 
student to an awareness of the meaning of the interactions 
taking place between herself, the patients, and the person- 
nel with whom she is associating. 

It is significant to note that this student had had previous 
instruction in psychiatric nursing during her basic nursing 
program a few years earlier. That eight-week course had 
included didactic lectures on descriptive psychiatry and 
practical experiences in routine care and general nursing 
procedures adapted to the needs of a mentally ill patient. 
The course had also included the study of specific hy- 
drotherapies, occupational, recreational, and pharmacological 
therapies. Psychological approaches of suggestion and per- 
suasion were also indicated, but apparently it had not been 
stressed that application of these means could vary accord- 
ing to the way a nurse felt about herself in relation to a 
patient 

The experiences of the graduate nurse as a basic nursing 
student differed in that she now was asked to evaluate what 
she was learning in terms of herself. This generally is 
difficult for anyone but it is especially so for a nurse whose 
conventional preparation has blotted any self-concept, sup- 
posing she had a self-concept before starting her nursing 
The nurse-concept then is likely to be held as 
somewhat impersonal. Such a nurse does not readily carry 
out an assignment that requires a record of daily activities 
and her feelings about some of the situations she encounters. 
Nevertheless how the student carries out this assignment 
helps her adviser to know what seems important to her and 
gives some indication of her ability to note, organize, and 


education 


evaluate what is going on 

Let us now continue with selections from this student’s 
account of herself. 

Oct. 12: When I got to the ward this morning I found 
a few unoccupied patients but no regular personnel on 
hand to unpack the laundry that had just arrived. In 
answer to my request for help, several of the patients were 
happy to assist in putting the linen on the shelves. They 
appeared to feel as worth while as any of us might in doing 
something that needs to be done 
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I can see that even though we try to schedule specific 
activities according to the interest and needs of each patient 
we do not always succeed as well as we would like. One of 
the difficulties is in determining what is best for the patient 
who shows no interest in anything and needs to be held to 
a task whether he likes it or not. Knowing how much to 
insist on making an inactive patient do something when it 
is left for us to decide what that something should be be- 
comes quite a problem. Therefore it is an advantage to be 
able to take any available opportunities to make some 
patients feel important by giving them a piece of work to 
do such as the one which faced us this morning. I was 
pleased to see two of them return voluntarily after their 
noon meal to complete the unfinished project. 

I accompanied three patients who were transferred to 
another hall. It was good to see their pleasure in being 
sent to a ward where more privileges could be granted to 
them; this was evidence of their progress. I had not noted 
any improvement myself during the short time I have been 
on this ward but their charts told me they had improved. 


Difficult To Reconcile Views 


Oct. 15: I enjoy the classwork here but sometimes find 
it difficult to reconcile my previous views on human be- 
havior with what Dr. Jones told us this morning. I failed to 
grasp what he meant about our general lack of freedom to 
choose how or what we think. He gave as an example our 
tendency to put unpleasant thoughts out of our mind by 
refusing to let ourselves remember them; he referred to this 
as a dynamism of repression. Are other people as perplexed 
as I am about this seeming contradiction? I did ask a few 
questions but the answers failed to satisfy me. 

Back on the ward I helped with the reception of two 
patients from another ward. One of them seemed to be at 
home from the start and was immediately accepted by 
another patient. The second one seemed to be fearful of 
his new surroundings. I tried to encourage him to play 
checkers with another patient who had come forward to 
offer his friendship. He went along quite well until meal- 
time and then began to cry. I said nothing as I walked 
beside him at the tail end of the line of patients who filed 
into the cafeteria in a column of two’s. There he ate little, 
but in the afternoon he busied himself with a newspaper 
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and wrote some letters. Before I left for the day, I asked 
him if he thought he would like us. He smiled shyly and 
said, “Yes Ma’am.” 

A previously inactive patient “swabbed the deck” this 
morning and, at my approach, he grinned and said, “I wish 
I were doing this at home.” This comment was significant, 
for up to this time he had not spoken coherently and had 
never mentioned home. I noted his cleanshaven appearance 
and remembered his former resistances to getting shaved 
because he insisted on practicing to become a Rabbi. 

The bed patient of the fly-killing episode sent word by 
another patient that he wanted me to read the Bible to 
him. Since I could not leave my other duties for the time 
being I asked the young messenger if he would read in my 
place. He replied, “Yes, Ma’am. I don’t mind reading the 
Bible to him.” This worked out well for both, as I later saw 
when I looked in on them. 

The patient who had been so fearful yesterday moved 
slowly today as though in a trance, but he looked up and 
smiled when I passed him. I am trying to carry on with 
what seems to be needed for these patients, although I 
find it is not always easy to know what is best for them. 

Oct. 16: I stayed with the patients recovering from the 
shock treatments. One patient complained of a pain in 
his right arm, and I reported this to the head nurse. By the 
timed she got to see him I was surprised to hear him tell 
her that his arm did not hurt and never had. For the 
moment I reacted to this statement as though I had never 
heard about the memory losses of patients immediately fol- 
lowing the treatments. I was relieved though to accept the 
head nurse’s assurance that if no pain existed when she saw 
him the chances were that he was all right. Nevertheless, 
she told me to watch for further evidence. 

I fed the bed patient at noon. He was in a gatch bed for 
the first time and enjoyed the novelty of having me put the 
bed up and down for him. His pleasure was worth the pains 
I took in doing this for him. Another patient also had to 
be served his meal in bed because he had had a spinal 
puncture a few hours earlier. He had eaten little since his 
arrival a few days ago but today he had a second serving 
of everything. He says little about himself but he likes to 
talk about his son who is in the service. These patients show 
how the physical care we give them contributes to their 
mental welfare. The comfort they have in an environment 
where they feel they are well cared for helps them to sleep 
and eat, a further requirement for their improvement. 

I wrote a letter for one of our elderly patients. When I 
first came to this ward I had written one to his daughter and 
he has anxiously asked me from time to time if the letter 
had been sent. He also expressed his distrust about whether 
or not we wished him well. Today he said: “People here 
are good to me. I’ve asked you dozens of times about that 
letter to my girl and each time you said ‘you had sent it. 
Sunday my girl came and said she had gotten it. You told 
the truth.” I thought to myself how wonderful that such a 
small matter could have contributed to his peace of mind 
and trust in us. I realized that he is probably too old to 
overcome his suspiciousness entirely, but perhaps such an 
incident as this last one can in some measure make his 
last years on earth more bearable. 


Unauthorized Visitor 


We had an unauthorized visitor on the ward this after- 
noon. He came back with our patients from the cafeteria 
and said he had purposely followed them to have a chance 
to look at our magazines and see if we had Modern 
Mechanics. Without any undue concern the attendant said 
to him, “Shall we go back now, fella?” The patient grinned 
and said, “Sure, let’s go.” 

Oct. 17: I did not get to a scheduled lecture by Dr. Jones 
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this morning. I told our instructor that I was sorry to have 
missed the period, for I had derived considerable benefit 
from the previous one. I also explained that I could not 
understand the omission because I had looked at my sched- 
ule before going on duty to make certain of the plans for 
the day. Then in a flash I remembered how concerned I 
had been about what Dr. Jones had told us the last time 
we met with him and of my inability to accept his explana- 
tion about the dynamism of repression. 

I see now how I had put out of my mind something | 
rejected. I also wonder about my explanation as an example 
of rationalization, as a way of reconciling my critical attitude 
of a doctor with the way I probably should have felt about 
accepting what he had to say. So now I think I know 
what he was trying to tell us and also how it feels to ex- 
perience both like and dislike—the ambivalence which is 
said to be a factor in the lives of our patients and also a 
factor in my own life. I am sure that there is more that | 
will need to try to understand about all this. 

A patient with marked ideas of persecution asked me for 
a razor blade to cut his nails. I explained that I would do 
this for him with scissors. Perhaps he did not have any ideas 
of suicide but I told the head nurse and she said that there 
was always this possibility. 


Talk Helps 


A very depressed patient saw his doctor this afternoon 
and smiled at me after the interview. He had ignored my 
earlier greeting but now he said, “It helps a lot to talk to 
your doctor.” 

I heard a patient speak angrily to the head nurse. To his 
accusation that “they lie to me about my mother who is a 
patient here,” the head nurse calmly replied that she would 
call someone to get the matter cleared up. She then sent 
an attendant to find out about how things stood and later 
the patient seemed satisfied by the assurance he had gotten 
and thanked the head nurse. I did not understand the 
whole story but I could see the healing effect on the patient 
of the thoughtful consideration shown to him. 

There are times when I am unable to see the whole plan 
for system and order on this ward but the general atmos- 
phere is harmonious and cheerful. In speaking of this to 
my advisor I was told to be observant and to understand 
what I could, but not to feel responsible for the things that 
seemingly cannot be helped. I will try to act on this advice. 
I was pleased to have the patient who baffled me because 
of his unresponsiveness ask to have the necessary arrange- 
ments made for his attendance at church next Sunday. The 
head nurse was as pleased as I was to have had him ask 
to do this of his own accord. 

Oct. 18: The young man who spoke to me yesterday about 
going to church stopped me to say: “I just can’t get my 
thoughts together at times. My family write me such lovely 
letters.” However, I felt that the letters depressed him 
because he thinks he has let his folks down or disgraced 
them. I like to feel that his depression was somewhat lifted 
by my reassurance. 

A head nurse came from her ward to see how a catatonic 
patient transferred to us was progressing. The patient re- 
sponded to her interest and showed her how well he was 
getting along by running up and down the ward and draw- 
ing her attention to his ability to do so. 

Another patient, who has been steadily improving 
seemed somewhat tense today. I spoke to him as I passed 
and he said “walking helps.” A sedative was ordered for 
him and I wondered about his seeming helplessness to avert 
increasing agitation and anxiety. 


There will be further examination of this student's record 
ings next month. 
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Bedside Network... 
(continued from page 16) 


to face facts, recognize reality, and 
maintain an objective attitude. 

In discussion groups oppositions are 
usually personal | constantly need 
to be channelled and guided to prevent 
debate from becoming mere vitupera- 
tion, Often patients who begin with 
enmity find themselves eventually 
allied on the same side of an argu- 
ment because a good leader or the 
other group members have steered 
them away from too-quick reactions 
and have insisted on hearing both sides 
before reaching a decision. 


Effective Rebuke 


In one discussion group a_ patient 
repeatedly made reference to his two 
wives as examples of good and bad. 
The other patients mildly rebuked him, 
and one of them said, “You keep 
giving your wives as examples and 
if we wish to join in the discussion, 
to agree or disagree, it is your wife 
we are discussing. That is hardly polite. 
Coukin’t we be more general in the 
examples we give?” Compliance was 
almost immediate. The patient who 
had been airing his personal worries 
in a left-handed way by using them 
as examples of the principles he 
supported had been brought to a sharp 
realization of his actions. The rebuke 
made him face reality, stop thinking 
about his own troubles, and concen- 
trate on principles and general effects. 
This change was brought about more 
quickly, perhaps, than if a therapist 
had worked a long time with the 
patient. 

Observation of the “Kingsbridge 
Opinionaries” discussion group over a 
= has shown that the members 
ave become better informed, their 
thinking is sharper and more objective, 
and their powers of persuasion and 
acceptance of others have increased. 
Nurses have appreciated the rehabilita- 
tive values of patient participation in 
the projects of the Guild and are 
directing patients toward a more active 
participation in the activities. 

When patients are entertained by 
volunteers there is at least an interval 
of surcease from pain, worrv, or de- 
pression. But when the patients them- 
selves are principally responsible for 
the entertainment—when, in effect, they 
entertain themselves—the benefits in- 
crease. This is the basic idea behind 
the Veterans Hospital Radio and 
Television Guild. And it is hoped that 
more nurses will become aware of the 
new gateway to successful rehabilita- 
tion of the patient afforded bv such 
volunteer work as the “Bedside 
Network.” 
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Legal Facts... 
(continued from page 21) 


Mrs. Bishop’s failure to record the LV. 
was wanton or criminal, she will be 
judged as the trained, experienced per- 
son she was. If a jury should find that 
with her knowledge, her failure to 
record promptly and carefully the LV. 
given 20 minutes before she was to go 
off duty reflected a callous disregard 
for the life and safety of her patient 
and a willingness, if not an intention, 
to cause serious bodily harm, she might 
be convicted and fined or imprisoned. 
Actually, here it seems that Mrs. Bishop 
was more irresponsible than wanton, 
and criminal prosecution, while pos- 
sible, does not appear likely. 

What does appear likely, however, is 
that she had demonstrated her inability 
to carry the professional responsibilities 
of a supervisor, and if she finds herself 
demoted or discharged, she will have 
no ground for complaint. In fact, since 
her negligence was with respect to a 
nursing function, and not something 
relating solely to supervision, she may 
be called upon by the licensing author- 
ity of the state to show cause why her 
license to practice should not be re- 
voked or suspended. If this should hap- 
pen, it is to be hoped that she has no 
record of similar prior professional care- 
lessness, and that the licensing authority 
can be persuaded that she has matured 
to the point where any repetition, 
whether in the interest of marital tran- 
quillity or otherwise, is highly unlikely. 





Nursing—As Others See It 
(continued from page 8) 


‘This nurse does things the way we 
do’. ” The impression is given that the 
maid, aide, and intern in his early 
months of training all regard the nurse 
as the matriarch of the hospital. 

The various-colored uniforms of hos- 
pital personnel are also mentioned. 
These include the laboratory technician 
(“stained white coat”), the aide, and 
the Gravy Lady. Mrs. Taubenhaus re- 
marks: “Order of precedence is firmly 
established in these variations of color 
and form, and a whole organization of 
supervisors and directors exists to pro- 
tect it.” 

Special attention is directed to the 
chef whose high white hat is tradition- 
ally a mark of prestige. Such is not so 
in the hospital, says the author, who 
spoofs at the dieticians for the chef's 
lack of status. She reports: “Caught in 
a net of calories and low-residue diets, 
the chef's superiority to the green-clad 
dishwashers is small compensation for 
the pecks of nutrition experts.” 

The patient-recipient of the services 


of all members of the hospital staff is 
classified at the bottom of the so-called 
aia | order, Garbed in short, white 
gown, his rank is a peculiarly humiliat- 
ing one. On an ironic note, the author 
concludes: “If a patient thinks that his 
position as Chairman of the Board of 
twenty-two large industries gives him 
any status, his hospital gown is calcu- 
lated to dispel the delusion.” 





The Book Shelf 
(continued from page 29) 


is easy to follow and understand. The 
care and comfort of all types of pa- 
tients undergoing radiography are de- 
scribed. In the care of patients with 
communicable diseases, some of the 
techniques that are used are involved 
and seem unnecessary on the basis of 
what is known about the spread and 
control of these diseases. Certainly 
these are factors to consider, and the 
nurse must describe and differentiate 
them to the technician. 

The preparation of the patient and 
positioning for the various diagnostic 
examinations are carefully described 
and illustrated. The Contents consists 
of 10 chapters: Chapter 1. “Introduc- 
tion to Patient Care”; Chapter 2. “The 
Technician and the Patient”; Chapter 
3. “The Technician and General Pa- 
tient Care”; Chapter 4. “Radiography 
and Fluoroscopy’; Chapter 5. “The 
Technician and Special Patient Care”; 
Chapter 6. “The Technician and Spe- 
cial Patient Care—Indications for Only 
Bedside Radiography”; Chapter 7. 
“The Patient and Diagnostic Examina- 
tions”; Chapter 8. “Neuroradiography”; 
Chapter 9. “Vascular Radiography”; 
Chapter 10. “Radiography in the Op- 
erating Room and the Recovery 
Room.” : 

This book is well documented and 


is a text for X-ray technicians, 


Dorland’s Pocket Medical Dictionary, 
twentieth edition. Abridged from 
Dorland’s Illustrated Medical Diction- 
ary, W. B. Saunders Company, Phila- 
delphia and London, 1959. Price $4.50. 


The format of this compact pocket 
dictionary remains the same as its pre- 
vious editions. Many new words have 
been added, obsolete words omitted, 
and terms have been redefined and 
made consistent with current changes 
in medicine and related sciences. 

A medical dictionary is an essential 
item for the medical secretary and to 
the nursing student. It serves as a 
source for correct spelling, abbrevia- 
tion, terminology, and for locating 
medical terms. While not all inclusive, 
the definitions are brief, clear, and 
concise. 
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Ambulatory Care... 
(continued from page 12) 


patient at that time. She also attends 
the Well-Baby Clinic to observe the 
baby’s check-up and to hear instructions 
given to the mother by the pediatrician. 
The benefit to the student is obvious, 
because of the continuity of learning. 
This also seems to mean a great deal to 
the patient, from the standpoint of hav- 
ing one professional person go all the 
way through this experience with her. 


Benefits to the Student 


It appears that the student derives 
many benefits from her learning experi- 
ence in the outpatient department be- 
cause the study is patient centered. 

The selected studies doubtless con- 
tribute a great deal to the student’s over- 
all knowledge of obstetric nursing. It is 
not our purpose to discuss this, although 
it is obvious that the student’s motiva- 
tion for learning all she can about this 
specialty is very high. 

The benefits that we believe the stu- 
dent gains from the outpatient experi- 
ence with the obstetric patient may be 
summarized as follows: 

> It allows the student to develop a 
teaching plan around a particular am- 
bulatory patient who later becomes hos- 
pitalized. 

&> It enriches the clinical conferences 
held by instructors in the outnatient de- 
partment. As patients are discussed in 
these nursing conferences, the junior stu- 
dent frequently refers to her assigned 
patient in order to bring about greater 
understanding on the part of the group 
with regard to the obstetric patient. 

& The student, through the guidance 
of the instructors in the outnatient de- 
partment, learns to plan for future visits 
with the patient. She also learns how 
to select and share approved literature 
with obstetric patients, according to the 
patient’s need and level of understand- 
ing. 

®& The student has meaningful ex- 
perience in observing the phvsician’s 
examinations of a particular patient. She 
also listens intently to the instructions 
the physician gives the patient. This 
gives her an opportunity to see how she 
can supplement and reinforce his in- 


structions. By doing this for one pa- 
tient, she learns to make it a more nat- 
ural part of her nursing care for all 
clinic patients. 

> Opportunities for the student to 
enrich her interviewing skills are numer- 
ous. The instructors who are responsible 
for teaching the student about ambula- 
tory care try to assist the student in this 
area of interviewing. Frequently the 
student remarks that she thinks she tried 
to tell the patient too much during an 
interview. 

Occasionally the student is overly 
eager to teach the patient, and has to 
come to the realization that being a 
good listener is a very important part 
of interviewing. This is illustrated by 
the following incident, related by one 
of our instructors. 

After the doctor’s examination, a 
student nurse was reinforcing some 
much-needed diet instructions to an 
apprehensive young primigravida. The 
student talked about milk and low salt, 
green vegetables and lean meat, but 
obviously the patient was giving her a 
lead in another direction. The patient 
remarked that her sister-in-law had 
claimed that the baby might be marked 
if the patient did not stop watching so 
many westerns on television. 

The student said, “Oh, I wouldn’t 
worry about that. What is really more 
important is what you are eating while 
you sit in front of the television.” 

“I have to have something to do to 
get my mind off things,” the patient 
replied. “I can’t go dancing now, and 
I can’t get into any of my cute clothes 
anymore . . . I really don’t know what 
my husband would think if anything 
was wrong with the baby. I—” 

The student reassured the patient 
that she would soon be able to wear 
her pretty clothes again, but she 
stressed that the patient must watch her 
weight now. After this interview the 
student stated that she felt the patient 
had been trying to tell her something, 
but she hadn’t known how to handle it. 
On the next visit the student reported 
the patient’s fears to the doctor, and 
after being given the opportunity to talk 
this problem over, the patient asked 
the student for further diet instruction. 

The demands made on interviewing 
skills are very great in the outpatient 





Released Mental Patients 
on Tranquilizing Drugs 
and the 

Public Health Nurse 


by IDA GELBER, Ed.D., R.N. 


The new chemotherapy has 
made possible shorter hospi- 
talization for mental patients. 
However, early release de- 
pends upon adequate re- 
habilitation and readjustment 


programs. 


This is a thorough study of the 
contributions that can be made 
by the public health nurse in 
such follow-up programs. The 
needs of the patient are ana- 
lyzed and a specific program 
of public health nursing is 
proposed. $3.00 
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setting. The very brevity of the inter- 
viewing situation is a particular chal- 
lenge to even a skilled interviewer. 
The student learns to recognize, at least 
to a small degree, what a challenge is 
involved in the interviewing situation 
with the ambulatory patient. 

> The student receives the gratifica- 
tion of experiencing the nurse’s role 
with a patient who needs instruction 
about pregnancy and care of the baby, 
as well as emotional support during the 
entire cycle of pregnancy, labor, de- 
livery, and the postpartum period. 

» The program increases the stu- 
dent’s consciousness of the patients’ 
needs for further instructions and ad- 
ditional support from the nurse. This is 
true not only of the care she gives her 
particular assigned patient, but also 
carries over to most of the other pa- 
tients she sees in the clinics. 





Advances and Trends .. . 
(continued from page 26) 


Klassen, K. P. et al., “Diagnosis and Treatment of Superior Vena 
Cava Obstruction.” Archives of Surgery, Vol. 63 (September, 


1951), p. 311. 


Maver, E., and Roswit B., “Newer Palliative Measures in the 
Management of Inoperable Bronchogenic Carcinoma.” Dis- 
eases of the Chest, Vol. 21 (May, 1952), p. 491. 
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Drugs 


(continued from page 28) 


PRECAUTIONS: There are no particular precautions to be noted 
with the use of Tigan. It —— 
minutes to half an hour after administration whether adminis- 


begins its action within 15 


tered orally or intramuscularly. It is a relatively short-acting 


compound, its duration of effectiveness being three to four hours. 
It will not increase the depressant effects of narcotics, barbi- 
turates, or anesthesia. 
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NURSING WORLD Reports 


(continued from page 7) 


been evening supervisor at Maricopa 
General Hospital in Phoenix, Ai‘z., and 
director of nursing at Pioneer Memorial 
Hospital in Heppner, Ore 


New Directors 


The National League for Nursing re- 
cently appointed two new directors 
Hessel Flitter, a member of the N.L.N 
1955, has been named di- 
while 


staff since 
rector of research and _ studies, 
Robert M. Gleason has been appointed 
director for business administration 
Mr. Glassman was formerly 
with the American Management 


ciation 


associated 
Asso- 


Help in Outbreaks of Infection 


Communicable 
available 


States 
has 


United 
Center 


rhe 
Disease 
teams of specialists to assist in the in- 


made 


vestigation of outbreaks of infections in 
hospitals and to recommend control 
measures. Composition and size of a 
team 1s determined by local needs and 
the C.D available at the time. 

Hospitals desiring must 
make through the director 
of the state department of health. There 


is no fee for the service 


such aid 
a request 


C.D. Nursing Questionnaire 


To determine the distribution and 
qualifications of active and inactive reg- 
may be available 
emergency, Rut- 
is co-oper 


istered nurses who 
during a 
gers, The State University 
ating with the New Jersey Division of 
Civil Defense in distributing a ques- 
tionnaire to the state’s 35,000 registered 


disaster ot 


professional nurses during October. 
The 


about where the nurses are employed 


survey contains 46 questions 
type of nursing performed, educational 
qualifications, psychiatric and public 
health nursing education and experi- 
ence, degree of activity and income 
during 1959, 
post-licensing 
for inactivity 
respondent is 


The nurses will also be asked to note 


specialized 
education, and 
in the profession—if the 
not working as a nurse. 


experience, 


reasons 


control 
training they have undergone in the 
past five years. All replies will be con- 


any civil defense and disaster 
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CLASSIFIED 
ADVERTISING 


20 cents per word, minimum charge $6.00. 
Capitals or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preceding 
publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
te refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y. 











GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect Administrator, Memorial Hospital, 
Dumas, Texas 

STAFF NURSES: For large, modern tuberculosis 
hospital in beautiful suburban Cleveland. Start- 
ing salary $355 with semi-annual increments. 
Extra for night and relief duty. Married nurses 
with families or two single nurses may live in 
attractive, nearly new, completely furnished 
2-bedroom houses at very low rent including 
utilities. Paid vacation and holidays, liberal 
sick leave cumulative to 90 days, excellent re- 
tirement plan. Write: Director of Nursing, Sun- 
ny Acres Hospital, Cleveland 22, Ohio 


NURSING HOME FOR SALE: Licensed for 20 
patients. Brick building, central heat, nice 
grounds with lots of shade trees. Shady Lawn 
Nursing Home, Edith Wilson, Aline, Okla. 





NURSES: Supervisors and Team Leaders. Ac- 
credited 200-bed general hospital in suburbs of 
Washington, D.C. 40-hour week; merit increases. 
Accept graduates prior to registration. Nearby 
universities for continued education. Director 
of Nursing, Suburban Hospital, Bethesda 14, 
Md. 


CLINICAL INSTRUCTOR — MEDICAL AND 
SURGICAL NURSING: B.S. Degree preferred, 
plus some experience in clinical teaching. Good 
salary, liberal personnel policies. Apply Nurse 
Director, Vocational School of Practical Nursing, 
Kearney, Neb. 


BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, etc. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, ete. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anethesia, Barnes Hospital, 
St. Louis 10, Mo. 


WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order 
Publisher Rathe, Box 2013, Pasadena, Calif. 


NURSING ARTS INSTRUCTOR OR ASSIST- 
ANT: To assist with teaching of Nursing Arts 
shared with three instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basic sciences, 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 576-bed hospital, JCAH accredited. 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personne! 
Director, St. Luke’s Hospital, Duluth 11, Minn. 


‘ 














fidential. No names will be used; the 
replies will be compiled in statistical 
tables. 

According to Thomas S. Dignan, act- 
ing state director of civil defense, a re- 
cent nation-wide civil defense exercise 
revealed that in time of enemy attack 
New Jersey would be faced with a 
critical shortage of physicians and 
nurses. Therefore, Dr. Dignan states, 
“the most efficient use must be made of 
all medical personnel. This inventory 
is a most important step in preparing 
the state to meet and offset any tvpe of 
catastrophe.” 


Appointments 


Faye Abdellah, Ed.D., was recently 
appointed as assistant chief of the Re- 
search Grants and Fellowships Branch 
of the Division of Nursing Resources 
of the United States Public Health Serv- 
ice. Helen Belcher and Ava Dilworth 
have also been added to the Branch, as 
part-time consultants. 

The additional personnel have been 
added to help meet the increasing de- 
mands for consultation on the types of 
nursing studies that should be under- 
taken, assistance with formulation of 
nursing research projects, and assess- 
ment of research facilities. 


Change... 


(continued from page 14) 


ess; and reports of the formulations in 
intradisciplinary conferences, interdis- 
ciplinary conferences, and the profes- 
sional literature. 
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Birth Defects Arthritis 


LOOKING TO YOU FOR HELP... 


All three share one dream—to grow up able to move about and lead healthy normal 
lives. The March of Dimes can help them realize that dream if you give generously. 
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